The New England 


Journal of Medicine 


Copyright, 1939, by the Massachusetts Medical Society 


VoLUME 220 


FEBRUARY 23, 1939 


Numser 8 


HE following report is presented in the light 

of certain recent changes in the attitude to- 
ward total and subtotal gastrectomy. In the first 
place, there is more universal acceptance of the 
belief that gastroenterostomy is not an operation 
to be routinely applied in the surgical treatment 
of peptic ulcer. Secondly, it is more generally 
agreed that subtotal gastrectomy is followed by 
lower values of gastric acidity, fewer recurrent ul- 
cers, and a better digestive state than results from 
other less radical surgical procedures. Thirdly, it 
has been demonstrated by numerous surgeons that 
patients with seemingly hopeless carcinoma or sar- 
coma of the stomach can be submitted to total gas- 
trectomy with prolongation of life and_ possible 
cure. These things being so, it will be of interest 
to review some of the experiences we have had 
and some of the deductions we have drawn in 
handling 362 cases of subtotal and 9 cases of total 
gastrectomy. Of the 362 subtotal gastrectomies 
which we have done, 162 were for cancer and 200 
for ulcer. 

Up to the present time we have treated in the 
clinic, under bed management, 3534 patients with 
ulcer — 249 with gastric and 3285 with duodenal 
ulcers; included in this number have been 115 
patients with gastrojejunal ulcers. In order that 
our attitude toward the surgical treatment of pep- 
tic ulcer may be clear, we wish to state that of this 
entire series only 8 per cent of the patients with 
duodenal ulcer and but 23 per cent of those with 
gastric ulcer were submitted to surgery. 


The indications for surgery of peptic ulcer, which 
remain quite unchanged from year to year, are 
briefly as follows: failure to relieve pain under 
medical management, perforation, hemorrhage, ob- 
struction and the suggestion of possible malignant 
degeneration superimposed on a gastric ulcer. We 
and others have written so much on the question 
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of indications for surgery in cases of peptic ulcer 
that further discussion of the subject is unnecessary 
here. 

Since we have had occasion to perform subtotal 
and total gastrectomies in a large series of cases, 
and since this experience has involved a variety of 
types of anesthesia and a variety of types of surgical 
procedure, it seems particularly worthwhile to pre- 
sent some of the deductions drawn from this ex- 
perience and some of the modifications of the va- 
rious anesthetic and surgical procedures, and to 
state the reason why the latter have been made. As I 
have repeatedly stated, there has been no operative 
procedure with which we have dealt which has 
been more difficult to standardize successfully, and 
in which it has been harder to eliminate com- 
plications and reduce the mortality, than that of 
total and subtotal gastrectomy. 


The mortality in these radical operations for 
cancer of the stomach will always be high, owing 
to the fact that many patients are in advanced 
years with other associated serious lesions, that they 
often present themselves late in the disease, and 
particularly that since there is no other possible 
form of treatment the acceptance of desperate risks 
is entirely justifiable. 


It is quite a different problem, however, when 
we consider the question of subtotal gastrectomy 
for gastric, duodenal or gastrojejunal ulcer. Here 
there does not exist the justification for unusual 
risks, and here one cannot justifiably continue to 
perform these operations if the mortality remains 
high. It is because we have successfully and pro- 
gressively diminished the mortality of subtotal gas- 
trectomy for ulcer that I am prompted to discuss 
some of our experiences. Our mortality with this 
operation three and a half years ago was 18 per 
cent. In the following year it was 11 per cent, 
and for the past year and a half it has been zero. 
We have now performed 47 consecutive subtotal 
gastrectomies for ulcer without a death. Included 
in this series are 9 cases of gastrojejunal ulcer, in 
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which the jejunum with its contained ulcer was 
resected together with the stomach, and 1 case of 
gastrojejunocolic fistula, in which the stomach, 
jejunum and the entire ascending and transverse 
colon were resected in one block. 


One of the factors which has, I believe, played 
a most prominent part in the production of com- 
plications and mortality in these procedures has 
been the type of anesthesia. We began our total 
and subtotal gastrectomies using ether anesthesia, 
but its disadvantages soon became obvious. These 
gastrectomies involve so many technical steps in 
the upper part of the abdomen and in such deep 
cavities that a situation most undesirable for ether 
anesthesia arises. Patients who are poor risks, 
often in advanced years, must for adequate relax- 
ation be kept under deep ether anesthesia too 
long, and it soon became evident that deep anes- 
thesia over such periods was followed by pro- 
found shock. We therefore next undertook sub- 
total gastrectomy under ethylene anesthesia, given 
through an intratracheal catheter, plus regional in- 
filtration with Metycain in the abdominal wall. 
Under this plan a considerable number of sub- 
total and a few total gastrectomies were accom- 
plished with fairly satisfactory relaxation, but still 
with considerable degrees of shock. When 
splanchnic anesthesia was added to intratracheal 
ethylene and regional anesthesia, there was more 
adequate relaxation and less of a drop in blood 
pressure. Because inhalation anesthesia in general 
provides a degree of relaxation inadequate to 
facilitate high gastric resections, we turned to 
spinal anesthesia, employing novocain, Spinocain 
and Metycain. The disadvantage of this type of 
anesthesia was the limited length of time on which 
one could count for complete relaxation; it was 
often limited to an hour or an hour and a half, and 
rarely extended over an hour and three quarters. 
This kind of anesthesia was distinctly undesirable 
for patients undergoing total or subtotal gastrec- 
tomy. When patients who had been under spinal 
anesthesia for an hour or an hour and a half and 
who had already undergone a certain number of 
manipulative procedures in the upper part of the 
abdomen that are so well calculated to produce 
shock came out of their spinal anesthesia and re- 
quired a deep general anesthesia to produce relax- 
ation sufficient to complete the technical proce- 
dures deep in the upper abdomen, the result was 
often a severe degree of shock, which in many 
cases no doubt resulted ultimately in fatalities, 
or in pulmonary complications that ultimately 
brought them about. 

Satisfactory anesthesia for patients submitted to 
subtotal and total gastrectomies was not obtained 
until dilute nupercain spinal anesthesia became 
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available. When we first began to employ nuper- 
cain spinal anesthesia, although it produced the 
desired length of anesthesia, it likewise caused un- 
favorable complications and even fatalities. It was 
not until W. Howard Jones,’ of London, proposed 
the employment of a dilute solution, 1: 1500, that 
these objectionable features were eliminated. By 
the employment of a 1: 1500 solution, in doses up 
to 20 cc. in proportion to the height of the indi- 
vidual, satisfactory high spinal anesthesia for 
total and subtotal gastrectomy is now secured. 
Complete motor relaxation is sustained for two 
and a half to three hours, with even less of a 
drop in blood pressure than occurs with the spinal 
anesthesias in which novocain is employed. There 
has not infrequently been an earlier loss of sen- 
sory anesthesia than of motor anesthesia, but this 
condition can be cared for by the light adminis- 
tration of a supplementary anesthetic. There has 
been nothing in our experience — which has so 
far embraced more than 300 cases—that has 
played a greater part in lowering the mortality 
and complications in subtotal and total gastrec- 
tomies than has this type of spinal anesthesia. 


Since we have employed all the different types 
of operative procedures for partial gastrectomy, 
it will be of value to present the reasons why we 
have given up some of them, and to demonstrate 
the type of procedure which we have employed 
for several years. We do so not because we believe 
it to be the one which should be universally em- 
ployed, but because it represents, at least in our 
hands, the ultimate procedure arrived at after a 
considerable experience with other methods and 
their gradual elimination. 


As a result of our experience with the Billroth I 
operation we are convinced that it is the safest 
of all methods of performing subtotal gastrectomy. 
This is due to the fact that the operation is con- 
ducted above the transverse colon, with the omen- 
tum covering the small intestine, without any 
great disturbance of the abdominal contents, and 
thus with less danger of general peritoneal contam- 
ination. With the direct anastomosis between 
the open end of the duodenum and the cut end 
of the stomach, this type of subtotal gastrectomy 
results in prompt drainage and little gastric stasis. 
The operation is followed by less shock and less 
danger of peritonitis than is any other procedure 
by which subtotal gastrectomy is accomplished. Its 
disadvantage, particularly in relation to the surgical 
treatment of ulcer, is that, since one must approx- 
imate the cut end of the duodenum and the cut 
end of the stomach, there is a constant tendency 
to remove inadequate amounts of stomach wall in 
order to facilitate approximation of the two struc- 
tures, and thus not to accomplish the low post- 
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operative values for gastric acidity which are as- 
sociated with high gastric resections. Furthermore, 
there have been recurrent ulcers in the new suture 
line in the Billroth I type of resection requiring 
reoperation and higher resection, and there has 
likewise been contraction of the anastomoses be- 
tween the duodenum and the stomach. Except 
in bad-risk patients with local prepyloric malig- 
nant lesions we have largely abandoned the Bill- 
roth I procedure. 


We have entirely eliminated the Billroth II 
type of subtotal gastrectomy, since it is impossible 
to make a satisfactory gastroenterostomy of the 
type called for by this operation when a sufh- 
ciently high subtotal gastrectomy is done. 


For a number of years we employed the Reichel- 
Polya type of subtotal gastrectomy, but gave it up 
several years ago in favor of the Hofmeister ante- 
colic type. Our reason was that an anastomosis be- 
tween the jejunum and the entire open end of the 
stomach offers a greater chance of leakage than 
does one between a third of the open end of the 
stomach and the jejunum. In addition, post- 
operative roentgenograms have satisfied us that 
when two thirds of the cut end of the stomach is 
closed and the remaining third is anastomosed 
end-to-side to the jejunum, a better functioning 
stoma results, with a proper retention of food in 
the stomach over a longer period. 


This line drawing shows the antecolic Hofmeister 
type of anastomosis which we have now employed 
for several years. In this illustration the anastomotic 
opening into the stomach is between the arrows, the 
remaining cut end of the stomach being closed and 
the jejunum buttressed over it. 


The plan of operative procedure which we at 
present employ consists of the removal without 
stomach clamps of from three fourths to four 
fifths of the stomach, its transection by cautery be- 
tween clips inserted by the von Petz sewing ma- 
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chine, the closure of the upper two thirds of the 
cut end of the stomach, and the anastomosis of a 
long loop of jejunum brought up over the trans- 
verse colon to the lower third of the cut end, the 
upper end of the jejunum being buttressed over 
the closed upper two thirds to reinforce it (Figs. 
1 and 2). 


Figure 2. 


This illustrates the operation of resection and exclu- 
sion, as proposed by Finsterer. It is the same type 
of gastric resection (Hofmeister) as shown in Figure 1, 
but the duodenum with its contained low and adherent 
ulcer is left in place, together with a small section 
of the prepyloric region of the stomach. In patients 
with badly adherent ulcers situated low on the duo- 
denum and close to the entrance of the common 
duct into the duodenum this has been a valuable and 
mortality-diminishing type of operation. 


In the beginning, many of our anastomoses were 
made retrocolic in position. This procedure was 
given up because of the number of obstructions 
which occurred when the jejunum was brought 
through a rent in the mesentery of the transverse 
colon. 

When we first employed antecolic Hofmeister 
anastomosis, enteroenterostomy was always done. 
This has been eliminated, for two reasons: _be- 
cause satisfactory function is obtained without it 
and an additional technical step, time-consuming 
in character and with the added risk of leakage, 
is avoided; and because in subtotal gastrectomy 
for ulcer it is physiologically undesirable. Sub- 
total gastrectomy for peptic ulcer is successful in 
proportion to its ability permanently to lower gas- 
tric acidity. It accomplishes this by the amount 
of stomach removed, thus eliminating a high 
fraction of the acid-bearing glands in the stom- 
ach wall, and by the return to the stomach from 
the jejunum of alkaline jejunal contents, which 
in turn lower gastric acidity by neutralizing the 
acids in the remaining gastric stump. When, 
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therefore, jejunojejunostomy is done between the 
proximal and distal loops of the jejunum anasto- 
mosed to the stomach, a large portion of the 
alkaline jejunal contents is thus sidetracked into 
the jejunum below the stomach, and does not re- 
turn to the stomach to accomplish acid neutraliza- 
tion. For the last six years no enteroenterostomies 
have been performed in subtotal gastrectomies, and 
in but 1 case has there been an obstruction in the 
antecolic loop which required secondary operation 
and enteroenterostomy. In this case, I am con- 
vinced as a result of further experience that had | 
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nourishment required for normal activity. Tech- 
nically, total gastrectomy has been made very much 
easier by gently wiping out that portion of the 
esophagus which runs through the diaphragm, thus 
obtaining 10 or 12 extra centimeters of esophagus; 
this permits anastomosis between the jejunum and 
the cut end of the esophagus to be made much 
nearer the abdominal wall and with much more 
adequate exposure than when it is made directly 
at the level of the diaphragm. We’ have recently 
published our technical experiences with this oper- 
ation, so that it is unnecessary to describe these 


a. This shows the anterior peritoneal apron, cut from the peritoneal covering of the diaphragm 
and cardia, which is sutured to the jejunun below the line of anastomosis, thus removing traction 
on the line of suture between the jejunum and the esophagus. A similar flap ts cut from the back. 


b. In this drawing the anterior peritoneal flap has been sutured to the jejunum. 


flap is similarly sutured. 


been patient for a few days longer enteroenter- 
ostomy might also have proved unnecessary. Even 
in the last 4 total gastrectomies in which the end 
of the esophagus was sutured to the side of the 
jejunum, no enteroenterostomies have been done 
with the purpose of converting the proximal loop 
of jejunum into a semblance of a stomach in 
which food is retained over a considerable period 
of time. 

Total gastrectomy has been performed in our 
clinic in 9 cases; in 5 of these it has been sur- 
gically successful, and the procedure has been dem- 
onstrated by a number of surgeons as technically 
feasible, leaving the patients in such a condition 
that they are able to eat enough food to gain the 
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steps in detail. One step, however, which is prob- 
ably obvious to everyone experienced with total gas- 
trectomy, is the fashioning of flaps of peritoneum 
from the diaphragm, to be attached to the jejunum 
below its anastomosis to the esophagus, so that its 
weight at that point will be removed from the su- 
ture line and be taken up by the flaps (Fig. 3). 
One of the postoperative complications which is 
most disturbing, particularly with subtotal gas- 
trectomy, is that of failure of the anastomosed 
jejunum to drain the stomach. With increas- 
ing experience with this operation we have become 
more and more patient in waiting for these anas- 
tomoses to open. Recently a patient with high sub- 
total gastrectomy went for fifteen days without an 


= 
| 
Liver =~ f 
“INS 
~ & 
| 


Vol. 220 No. 8 


emptying of the stomach, only to have the anas- 
tomosis open completely on the sixteenth day and 
drain most satisfactorily from then on. It is by no 
means easy not to reoperate on patients in whom 
gastric emptying is delayed, but we are convinced 
from our and others’ experiences that secondary 
operation may often be avoided if one will be pa- 
tient for the anastomotic opening to establish  it- 
self. 

In our earlier cases one of the most disturbing 
features of subtotal gastrectomy was the wound 
complications. Three factors, I feel sure, have 
played an important part in diminishing them. 
The first is the employment of a cellophane pad 
to protect wound edges, in which a strip of cello- 
phane is sewed between two layers of gauze.’ The 
second is the carrying out of a suggestion which I* 
made some years ago, to the effect that all patients 
with carcinoma of the stomach should be prepared 
for operation by repeated lavages with hydro- 
chloric acid. An investigation in the clinic, soon 
to be published, demonstrates that by this means, 
even in cases of carcinoma of the stomach where 
there is no gastric acidity and a high bacterial 
count, the gastric contents may be made practically 
free of organisms. Finally, one of the most im- 
portant factors having to do with the diminution 
of wound infection is the elimination of layer cat- 
gut sutures. Three or four years ago I began 
closing all abdominal wounds of patients submitted 
to subtotal gastrectomy with through-and-through 
mass silk sutures. This was soon modified so that 
the peritoneum was closed with a continuous 
locked chromic catgut suture and the remainder of 
the abdominal wall closed solely with through-and- 
through mass silk sutures, passing through skin, 
subcutaneous fat, fascia and muscle, but not through 
the peritoneum. This has been a very satisfactory 
method. There have been fewer eventrations, and 
there has been a marked saving of time, particu- 
larly desirable at the end of the operation when 
patient and surgeon have frequently already been 
subjected to a severe ordeal. 


CONCLUSIONS 


Subtotal and total gastrectomies for ulcer and 
cancer are being and will be, we believe, more 
frequently done than they have been in the past. 

A considerable experience with all types of 
anesthesia in gastrectomy leads us to believe that 
dilute nupercain spinal anesthesia, 1:1500 dilution, 
using not more than 20 cc., provides as desirable a 
length of anesthesia, with as little shock, as can 
be obtained by any other type of anesthesia. 

After varied experience with all the types of 
gastric resection, we are convinced that the Hof- 
meister type of subtotal gastrectomy, with ante- 
colic anastomosis, is the most satisfactory. 
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Enteroenterostomy is not only unnecessary but 
undesirable. 

Wound complications play a considerable part 
in the mortality of subtotal gastrectomy. They are 
materially lessened, we believe, by protecting all 
the wound edges with cellophane pads, by steril- 
izing the gastric contents—when the acidity is 
low or absent — by lavage with hydrochloric acid, 
and by the employment of a single layer of chromic 
catgut in suturing the peritoneum, with mass silk 
sutures for the remainder of the abdominal wall. 
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Discussion 


Dr. Cuartes P. Montpelier, Vermont: As 
I have had no personal experience with either subtotal 
or total gastrectomy, my discussion must consist of a 
review of the available literature in relation to this subject. 
As the choice of the operation in each individual case 
apparently depends on the inclination of the surgeon, 
I shall confine myself to the reports from these operations 
as regards the operative mortality and postoperative mor- 
bidity. 

The most pessimistic report appears in Babcock’s text- 
book, where it is stated that when total gastrectomy is 
done for carcinoma of the stomach recurrence is inevita- 
ble and the patient has but one or two years of postopera- 
tive life, and that no permanent recovery has been re- 
corded. This is evidently a misstatement, for I found that 
a large number of cases had been reported, some long 
before 1928, in which the postoperative life was five years 
or longer; furthermore, many of the patients died of causes 
other than recurrence. The most optimistic statement I 
found was in the closing paragraph of a paper written 
by Clute and Albright. This states: “From the standpoint 
of restoring health to the patient for a period of several 
months or years, the results of this operation are de- 
cidedly favorable. The patients have good appetite, they 
enjoy eating, and the disturbances subsequent to the op- 
eration may be controlled sufficiently to avoid discomfort. 
Some patients are able to resume their occupations and 
lead active lives.” Between these extremes, a variety of 
results are reported. 

The operation has apparently been done with much 
greater frequency in Europe than in the United States. 
Finsterer is reported to have performed it more than 2000 
times, with a mortality of 3 or 4 per cent in ulcer cases 
and 24 or 30 per cent in cancer cases. Veribily, in Buda- 
pest, has done 2400 resections, with a combined mortality 
in benign and malignant lesions of 7.8 per cent. No such 
series has been reported by an American surgeon. 

The operative mortality in the cancer cases throughout 
America varies between 14 and 50 per cent; where the 
immediate cause of death was given it was attributed in 
the majority of cases to peritonitis resulting from leakage 
at the esophageal anastomosis. In the case reports there is 
a marked similarity in results. For example, Finney men- 
tions 110 cases, all but 4 of which were shown to be carci- 
noma by pathological examination.  Sixty-six patients 
recovered from the operation, but most of them survived 
for comparatively short periods, the longest being six 
years. Allen reported 16 cases, in 8 of which the patient 
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survived the operation. Five are still living; 2 had re- 
currences; 1, an ulcer case, was not traced; 2 are living 
and well, at fourteen months and four and a half years 
respectively. Of the many cases reviewed where long 
survival is mentioned — that is, a period of four years or 
more — there seemed to be a certain reticence as to the 
exact condition of the patient. I found, however, that in 
a number of these cases there developed a condition simi- 
lar to pernicious anemia, and in some a true pernicious 
anemia, 1 such case being recorded at the Mayo Clinic 
in which the patient survived for three years. Allen at- 
tributes this condition to the fact that these patients do 
not eat meat. Merklen and Froehlich made a study of the 
blood of 28 gastrectomized patients, and concluded that 
gastrectomy does not cause pernicious or any other kind 
of anemia. They cited several reported cases of perni- 
cious and other anemias which occurred in gastrectomized 
patients, but they considered these incidental and not due 
to the gastrectomy. 

As a basis for a satisfactory result, I suggest the follow- 
ing: that the patient be able to regain, at least partially, 
the position he previously occupied in his community; that 
he give pleasure to his relatives and friends rather than 
be a care; and that he derive enough enjoyment from life 
to make existence bearable. Practically none of the many 
case reports included any such information. In fact, a 
few left one with the impression that the lives of the pa- 
tients had been prolonged not so much for their benefit as 
to demonstrate a feat of surgery. 

Warwick reported autopsies on 176 patients who died 
of carcinoma of the stomach. Of these cases no metasta- 
sis was demonstrable in 23 per cent. This clearly indi- 
cates that many cases with a possibility of cure are over- 
looked. At present, with our improved methods of ex- 
amination and diagnosis, such cases will be given the bene- 
fit of operation; with continued improvement along these 
lines we may hope for much earlier diagnoses, and the as- 
so-iated advance in technic will bring more favorable re- 
sults. Thus far, at least, radical surgery offers the only 
known hope for the successful treatment of carcinoma of 
the stomach. 


Dr. Peirce H. Leavitt, Brockton, Massachusetts: I was 
very much impressed by the large number of patients with 
ulcer who have appeared at Dr. Lahey’s clinic. There were 
so many that I suspect that surgeons like myself, practic- 
ing in much smaller cities than Boston, see very few cases 
in comparison, in fact not enough to warrant our doing 
gastrectomies. I believe that such cases should be left to 
specialists in this brand of surgery. The man who sees 
them only occasionally should not attempt to treat them, 
and if I myself had an ulcer of the stomach I should want 
it treated by someone who had cared for a great number 
of cases of this type. 

I compliment Dr. Lahey on his excellent development 
of the operation, and the marked decrease in mortality he 
has been able to show. 


Dr. Epwarp R. Lampson, Hartford, Connecticut: When 
Dr. Lahey published several years ago an article on sub- 
total gastrectomy for duodenal ulcer, he reported a mor- 
tality of 18.5 per cent, as I remember it. He showed a 
great deal of courage in presenting a mortality of that de- 
gree. He then reported 47 cases with a 10 per cent mor- 
tality; he has now done nearly 50 consecutive cases with 
no deaths. This shows that he was absolutely justified 
in continuing the method that he finally adopted. 

While in England a year ago I spent my afternoons 
visiting the London hospitals, where I found that they 
were largely employing the method of subtotal gastrectomy 
in their cases of gastric and duodenal ulcer. At the Mid- 
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dlesex Hospital I saw one very able surgeon do two such 
operations in one afternoon. One of his assistants told me 
that their mortality was about 2 per cent, that they had 
handled 32 consecutive cases without a death, and that 
they generally did an antecolic anastomosis and found it 
unnecessary to follow it with an enteroenterostomy, 

Notwithstanding Dr. Lahey’s statements and the opin- 
ions of many other surgeons in regard to the advantages 
of gastrectomy, I think that there is still a use for gastro- 
enterostomy in certain types of cases and under certain 
conditions. 

There is one question that I should like to ask Dr. 
Lahey: Do you do an antiperistaltic or an isoperistaltic 
union of the intestine to the stomach? 


Dr. Davip W. Parker, Manchester, New Hampshire: A 
certain percentage of the ulcer cases are particularly an- 
noying and distressing, namely those which have recurrent 
massive hemorrhage. I should like to have Dr. Lahey 
elaborate a little on his impressions of that group. 


Dr. Laney: I realize that the subject of ulcer invites 
endless discussion. I meant particularly to present here 
our actual experiences with the technical side of this prob- 
lem, because we have had such a bad time with it. Per- 
haps we have not been so apt as we should have been. in 
reducing the mortality, but at any rate it was most dis- 
tressing before the last year and a half to hear other sur- 
geons speak of a mortality rate in subtotal gastrectomy of 
2 per cent when we were unable to achieve it. We had 
been able to standardize nearly all the other major surgi- 
cal procedures which we had undertaken on colons, rec- 
tums, diverticula and thyroids, and various other opera- 
tions, but it seemed almost hopeless to reduce the mortality 
in subtotal gastrectomy. When I recall what made these 
operations difficult, I am convinced that there are definite 
factors which have brought the high mortality rate down 
to zero. I present these deductions not in a boastful spirit, 
but because they may be helpful. Nor do I mean to im- 
ply that my suggestions represent anything more than our 
ewn deductions. It is quite probable that other surgeons 
would have or have accomplished as great improvements 
in their mortality rates by methods different from ours. 

As to isoperistaltic versus antiperistaltic anastomosis, | 
do not believe it matters which is selected. The stomach 
and intestine are joined in the way they fit best. 

I do not wish to take up too much time discussing 
technical steps, but having done a subtotal gastrectomy 
for many of you yesterday morning, it seems to me that it 
may be of value to repeat some of the things I said then. 
When one does a high gastric resection, and has pulled 
the stump of the stomach well down out of the left hypo- 
chondrium, one tends to forget that when it is released 
it will retract high up. For that reason, doing antecolic 
anastomoses as we do, it is necessary to employ long loops 
of jejunum lest when the stomach retracts there is tension 
on the suture line. 

Another important point which I stressed yesterday 
morning was that, when the jejunum is anastomosed to 
the end of the stomach, the suture should be started near 
one mesenteric border. If done in this way, one finds, 
when the anastomosis is complete, that a sufficient portion 
of the lumen remains free. Another mistake which has 
undoubtedly been frequently made is to run the anas- 
tomosis of the jejunum to the stomach obliquely across 
the jejunum instead of exactly parallel with the mesentery, 
thus causing twists in the jejunum which do not drain well. 
These are technical mistakes, but they represent features 
which tend to create postoperative difficulties in this opera- 
tion. 
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As regards hemorrhage, this is an extremely difficult 
subject to discuss because it opens up such a large field of 
possibilities. One should, however, recall our experience 
with hemorrhage; that is, that of all our patients having 
one hemorrhage, 40 per cent failed under medical treat- 
ment, and of all those having two or more hemorrhages, 
4) per cent failed. It should be realized that there are 
iwo types of bleeding, the mild chronic and the serious 
progressive, in the latter of which everyone today admits 
that something radical must be done. This is a state 
which requires the keenest clinical judgment, since the 
decision to operate must be deferred until it is certain that 
the hemorrhage will be serious. Of course under these 
conditions it is possible either to wait too long or to op- 
erate too early and needlessly. 


Dr. Joun Homans, Boston: Dr. Maurice Richardson and 
those of his school, in my day, closed all their wounds 
«with through-and-through stitches through all the layers, 
and even then that was a very old procedure. It was one 
that my father had used in his early Gophorotomies. I 
dare say it came from England. In any case, I have never 
heard of any infection of the peritoneal cavity; I think 
that the stitches cut through the peritoneum very soon and 
that the latter must heal behind them within three or four 
days. 
| question the statement that through-and-through 
sutures through all the coats of the abdominal wall cannot 
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be used, because apparently such sutures are much more 
effective if they include the peritoneum. Otherwise, the 
peritoneum very often opens up from behind because of 
pressure within or some other reason, and the whole in- 
cision opens just as though the through-and-through 


stitches were not there. I believe that if one is going to 
use such sutures to hold the abdominal wall, one should 
include in them the peritoneum. 


Dr. Lanty: We have closed about 100 patients with- 
out putting the stay sutures through the peritoneum, and 
I do not believe there has been a single eventration in the 
entire series. It occurred quite frequently when we em- 
ployed layer catgut. 


A Memeser: Do you mean that you put nothing in the 
fascia? 

Dr. Laney: No. I do not want anyone to infer that 
this method has the slightest originality. Kennedy and 
many others have used it. One of the reasons why I pre- 
fer to close the peritoneal cavity with a layer of catgut, 
instead of putting the through-and-through sutures into the 
peritoneal cavity through the parietal peritoneum, is that 
with an antecolic anastomosis of the Hofmeister type the 
two loops of jejunum are directly beneath the abdominal 
wall, and adhesions must not be allowed to form between 
the loops and the areas of possible reaction about through- 
and-through stitches that pass through all the layers. 


HERE is one advantage which we older 

men’ have over you of the younger generation 
which nothing, not even time, can take from us. 
I mean the intimate knowledge and friendship of 
those heroes who were our teachers and seniors 
when we were beginners in the profession. We 
knew them because we lived with them, and 
learned to know their skill, kindness, courage, 
ability and generosity. You can never know and 
appreciate them in the same way, for the “oblivion 
of time” has come between. Such men were John 
Homans, Maurice Howe Richardson and, in the 
highest degree, David Williams Cheever, the sub- 
ject of this sketch which will attempt, however 
inadequately, to describe the impression he made 
on us who were among his students and pupils 
toward the end of his career as a teacher. I often 
wonder whether it is possible for you to feel the 
same reverence for your seniors that we felt for 


ours. It hardly seems so. 


The faculty of the Harvard Medical School, 
when our class entered it fifty years ago, was a 
most distinguished set of men. Thomas Dwight, 
professor of anatomy, Henry Pickering Bowditch 
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in physiology, Reginald Heber Fitz in pathology, 
occupied us for the first two years, and we then 
came by the route of bedside clinics at this hos- 
pital under the influence of the remarkable man 
to whom this amphitheater is being dedicated. 
Tall, erect, thin, rather delicate-looking, austere, 
yet with a sense of humor and a most engaging 
smile, we noticed that he wasted no words in 
his description and demonstration of the cases in 
the wards. Deliberate in motion and speech, his 
wonderful use of English, his choice of the mot 
juste and absence of rhetorical flourish, served to 
impress his statements on the minds of his stu- 
dents. His lectures, which covered the whole 
subject of surgery, were delivered in a manner 
so clear and concise that they could hardly fail 
to be retained in the memory. Naturally he was 
a most popular teacher, and great was the dismay 
of the students when, only two years after we had 
listened to these lectures, they were discontinued 
by his resignation at the age of sixty-two. His 
lectures were delivered without notes; yet when 
taken down by a stenographer and published al- 
most without revision they formed a marvelously 
clear epitome of the surgery of the time. Didactic 
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lectures have been the subject of criticism in later 
times, but certainly in the hands of Dr. Cheever 
they approached perfection as a teaching medium. 
We saw him in the operating room, careful to 
the last degree, not slow in execution, bold and 
resourceful. We noticed how dependent upon his 
judgment were the younger members of his staff, 
his tact and kindness with them and his con- 
sultants, the feeling of respect and almost rever- 
ence with which they regarded him. We com- 
pared him with the other members of the surgical 
and anatomical departments, the jolly genius who 
was Maurice Howe Richardson, the brilliant 
Charles Burnham Porter and the incomparable 
“Honest John” Homans, who were all younger 
at that time and were perhaps more in the public 
eye, while he had passed the zenith of his activi- 
ties, and was not so active as he had been. His 
characteristics may be summed up in the one 
word: dependable. The straight, slender figure 
and the calm, steady gaze belonged to a man as 
sensitive and keen in mind as he was calm in 
appearance. He was a man even as you and I in 
his fears and feelings, but an iron will concealed 
his anxiety and made him serene and steadfast 
in reality as in appearance, and his frail physique, 
by careful management and temperate living, be- 
came capable of any amount of hard and nerve- 
racking work. 

Who was this Dr. Cheever in whose honor we 
are met today, and what were the circumstances 
that contributed to his character and success? He 
was born of good Puritan stock at Portsmouth, 
New Hampshire, in 1831, the son of Charles 
Augustus Cheever, who had an excellent reputa- 
tion as a surgeon, and the grandson of Abijah 
Cheever, who had served as a surgeon in the 
Revolution and practiced near Boston. He was 
descended in the seventh generation from Ezekiel 
Cheever, who came to Massachusetts in 1637 and 
was for many years master of the Boston Latin 
School. 

Cheever was educated at home by his father 
and mother and at the Portsmouth High School, 
and later had the privilege of reading Latin with 
the late Andrew Preston Peabody, then his pas- 
tor, in Portsmouth. He developed a love for the 
classics which continued all his life, and was a 
solace in his later years. I believe that his thor- 
ough training in the classics was not unimportant 
in the development of the concise and accurate 
English shown in his lectures and writings. He 
entered Harvard at the age of sixteen, and was 
graduated in 1852. He’ wrote of his college 
career: 


This was the great privilege of my life. I studied 
Italian with Longfellow, who extemporized Dante 
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into English verse; German with Bernard Rélker, whose 

sonorous pronunciation and poetic temperament con- 

verted a dry recitation into an inspiration of Schiller 
and Goethe; botany with Gray, never to be forgotten 
for his simplicity and purity; Greek with Felton, genial 
and human; Latin with Beck, a German critical scholar: 
modern literature with James Russell Lowell; natural 
history with Agassiz; metaphysics with James Walker, 
who had a great influence in my life. 

What one of us under the “elective system” has 

attained a better balanced education than that! 

Dr. Cheever’s father died soon after his gradu- 
ation, and though himself a physician, advised his 
son not to study medicine. So after graduation Dr. 
Cheever went abroad to look about him and decide 
what calling he should follow, and remained eight- 
een months, most of the time in Paris, in associa- 
tion with medical students and students of art. On 
his return, with his mind made up, he entered the 
medical school in 1854, at the age of twenty- 
three. Of the medical faculty he’ writes: “There 
were eight professors, of whom four were inter- 
esting to me. Above all anatomy as such, and as 
charmingly taught by Oliver Wendell Holmes. 
Dr. Bigelow’s lectures were spectacular and dra- 
matic, a first-class lecturer, clear, logical, with a 
dry wit and a broad metaphysical mind.” 

Clinical facilities were limited, but a few for- 
tunate men who knew the trustees of the Massa- 
chusetts General Hospital and applied to them 
for positions secured places as “house pupils.” Dr. 
Cheever did not know the trustees and was too 
proud to apply. He got his training for a year at 
the State Hospital at Rainsford Island, returned to 
the school, was graduated in 1858 and entered 
general practice in Boston. 

The surgery of that day (which was previous 
to asepsis) was so limited in amount that no 
young man tried to support himself exclusively 
by surgical practice. Later, after asepsis, ovari- 
otomy and appendicitis had come on the scene, the 
late Maurice Richardson was the first real spe- 
cialist in surgery in Boston. Dr. Cheever was 
an excellent medical practitioner, thorough, de- 
voted, never in a hurry, resourceful. In 1869 he 
was appointed demonstrator of anatomy, and for 
the next eight years prepared the dissections for 
Oliver Wendell Holmes’s lectures, revolutionized 
the teaching in the dissecting room, doubtless de- 
veloped his skill as a teacher, and was strongly 
turned in the direction of surgery. 

In 1864, when the Boston City Hospital was 
established, he was appointed to the staff of sur- 
geons, at the age of thirty-three, the youngest 
member of the body. He performed the first oper- 
ation in the hospital, and from that time on, the 
best part of his active life was devoted to that 
hospital and the medical school. His brilliant work 
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at the hospital established his reputation. In 1866 
he was appointed adjunct professor of anatomy, 
soon after professor of clinical surgery, and finally, 
in 1882, he was given the chair of surgery on the 
resignation of Henry Jacob Bigelow. His appoint- 
ment met with opposition because the professor 
of surgery heretofore had always been a member 
of the staff of the Massachusetts General Hospital, 
but in the discharge of his duties Dr. Cheever, by 
his honesty, courtesy and fairness, so endeared 
himself to his younger colleagues, and so thor- 
oughly demonstrated his fitness for leadership, that 
interdepartmental relations were most pleasant. 
His younger colleague and eventual successor, 
John Collins Warren,’ wrote: 


Our relations on the teaching staff were always re- 
garded by me as leaving nothing to be desired. The 
elder man always took a sympathetic interest in his 
junior’s welfare. No occasion calling for a word of 
encouragement or congratulation was passed unnoticed, 
and if criticism was necessary, it was always skillfully 
concealed under the guise of fatherly suggestions. I have 
often wondered whether the currents of academic life 
flowed as smoothly in other departments of the Univer- 
sity as they did in ours when he was chief. Perhaps 
it was because his depth of character brought a serenity 
with it which permeated the whole staff, one and all 
of whom were glad to acknowledge him as leader. 


There could hardly be a greater contrast between 
two men than between the brilliant, erratic, im- 
pressive Bigelow and the steady, calm serenity of 
the dependable Cheever. On the comparison 
of their whole teaching careers, Dr. Cheever is 
not the loser. He served until 1893, when he was 
made professor emeritus, and the following year 
received the degree of LL.D. from his alma mater. 
He served as overseer of Harvard College for 
twelve years. He was a member of many medical 
organizations, including the Massachusetts Medical 
Society and the American Surgical Association, of 
which he was president in 1889, the seventh year 
of its existence. His presidential address,* only 
seven pages long, was the best summary of surgery 
up to that time and the best prophecy for the fu- 
ture that I have ever read. He did not, as others 
less wise had done, state that surgery had already 
reached the limit of progress of which it was 
capable. The title of his paper was “The Fu- 
ture of Surgery without Limit.” It begins as 
follows: “Fellows of the American Surgical As- 
sociation, I believe that we are warranted in say- 
ing that the future of surgery is without limit. I 
deduce this conclusion, first, from considering what 
the mind of man has already done; second, from 
the future possibilities of fields hitherto unexplored, 
but now opening up to science. There can be but 


DR. DAVID W. CHEEVER —LUND 


323 


two limitations, either in the mind of man, or 
on the subject.” Then he went on to sketch the 
development of the mind of man from the anthro- 
poid ape to the present, and the progress of in- 
vention and discovery through the ages. The 
truth of his prophecy is proved by the fact, which 
I believe to be true, that surgery has made more 
progress in the last hundred years than in the pre- 
ceding five thousand years since its first descrip- 
tion by the great Egyptian, Imhotep. This ad- 
dress should be read and pondered by every mem- 
ber of our profession for its rational combination 
of conservatism and optimism. 


We who knew Dr. Cheever at the end of his 
career hardly realize the many activities of his 
earlier years, and his contributions to our art. 
He was bold and conservative at the same time, 
absolutely unruffled by emergencies (which oc- 
curred less often because his work was so well 
planned, and rehearsed, if necessary, beforehand 
on the cadaver). He was a good gross pathologist 
before the days of histology, with a perfect knowl- 
edge of anatomy, and rare surgical judgment. In 
his younger days he made many contributions to 
some of the more difficult fields of surgery. 
Esophagotomy for foreign bodies was associated 
with his name, and he was particularly neat and 
skillful in its performance. I remember well my 
sensations when he removed through the neck a 
jackstone from the esophagus of a little boy brought 
down to him by our family doctor in Concord, 
New Hampshire. The esophagoscope has largely 
removed the necessity for this operation, but I 
finally performed one, forty years later, to remove 
a tooth plate which the laryngologist could not 
handle. I thought of Dr. Cheever’s operation, so 
skillfully performed many years ago. He removed 
cancers of the tonsil through the neck (no minor 
operation), and corresponded with the great Bill- 
roth on the subject. He performed plastic dis- 
placement of the upper jaw for removal of tumors 
of the nasopharynx, perfected Wood's operation 
for the radical cure of hernia, performed the first 
two consecutive successful ovariotomies in Bos- 
ton, in 1873 (before antisepsis), and was one of 
the earliest in this region to do cesarean section. 
He corresponded with Olivier, of Lyons, on the 
subject of his subperiosteal resection of the long 
bones; with Reginald Harrison, of London, on 
the subject of Cock’s operation for impermeable 
stricture, which he was performing; with Holmes, 
of London, in regard to excisions for coxalgia. 
His success shows the advantage which comes to 
a young man who is given early the opportunity 
for major work, without waiting, as many did, 
through the long years of the humdrum and 
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hurry of the outpatient department. Certainly in 
Dr. Cheever’s case responsibility could not have 
fallen into more competent hands. 


He was interested in the careers of his former 
students, and followed them up so far as he could. 
He established a scholarship for deserving first- 
year students. He published many monographs 
on surgical subjects, edited the five volumes of 
the Boston City Hospital reports from 1869 to 
1894 and wrote much of the portion of the reports 
concerned with surgery, notably two important 
essays, “Medicine as a Trade” and “Medicine as 
a Profession.” The former presented all the dif- 
ficulties, the long and expensive study, the abuse 
of medical charity, and so forth, while the other 
emphasized the solid satisfactions to be gained 
from the profession. I quote the last sentence of 
the second essay:* “The resources of our profes- 
sion are endless in delight; and if you find in the 
beginning that you love it you will never cease to 
be happy in its pursuit.” Other characteristic 
titles are: “Is the Study of Medicine a Liberal 
Education?” “Does Surgery Advance?” His 
answers were that it is, and does. 


A paper® describing Dr. Cheever’s three early 
ovariotomies, with two recoveries, was published 
in 1873, and it is noteworthy that in 1 case in 
which the patient recovered the vessels of the 
pedicle were tied separately and the pedicle was 
dropped into the abdomen, instead of being 
brought outside with the clamp left on, as was 
the custom of that time. 

To speak generally, Dr. Cheever’s papers on 
professional relations and other general subjects 
were admirable in their conciseness and philosophi- 
cal grasp; and as has been mentioned above, his 
feat of delivering a course of lectures on surgery 
without written notes, so clear and lucid that a 
stenographic report of it could be published al- 
most without revision, is an instance of an in- 
tellectual tour de force unexampled so far as I 
know. 

Many were the pithy sayings credited to him. 
To medical students entering practice he said: 
“Choose your place and stick. Work all the time, 
always work — anything connected with the pro- 
fession.” Placing his own steady hand beside the 
trembling hand of a young patient with delirium 
tremens, he said, “An old man temperate, a young 
man intemperate.” He told his pupils: “The 
future is full of hope, and let’s advance with a 
confident heart, still holding fast to that which 
is good. The magnet does not vibrate. The sun 
and stars are eternal in their courses. Nothing 
can deflect from his course him who studies, hopes, 
believes, works.” One other true saying of his 
must be quoted here: “Whatever success I have 
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won has been due to a peculiar quality of my 
mind, concentration, one thing; only one thing: 
always one thing. A doctor, only a doctor, always 
a doctor. One schocl, one hospital; one pursuit, 
one profession. That has been my rule and my 
course.” So he summed up his life’s work. 

Dr. Cheever’s long career as a surgeon and 
teacher embraced the pre-antiseptic period (he 
assisted his father at certain operations in Ports- 
mouth even before anesthesia was discovered), the 
slow and hesitating adoption of antiseptic methods 
and the final achievement of the aseptic methods 
which we employ today. Great and indomitakle 
must have been the heart of the surgeon before 
antisepsis, when the slightest operation might be 
followed by septicemia and death, and when, as 
Dr. Cheever told us, amputation was the rule for 
nearly all cases of compound fracture, so great 
was the danger and difficulty of sepsis involving 
the bone. 

Then came the slow and hesitating adoption of 
antisepsis, the carbolic solution and spray, the in- 
evitable slips made by surgeons who had no train- 
ing in bacteriology, and who could not recognize 
the breaks they inadvertently made, and finally the 
adoption of the aseptic technic, with the only use 
of antiseptics reserved for the skin, which cannot 
endure boiling temperatures, and the innumerable 
refinements connected with draping and _ technic 
in general. Hand in hand with this have gone 
the enormous improvements in anesthesia — local, 
spinal, intravenous, intratracheal — which allow us 
to fit the anesthetic to the individual case. Most 
of this fell within the active life of Dr. Cheever, 
and so great were his enjoyment and appreciation 
of surgical advances that, as we have seen, he be- 
lieved that no limit should be set to future sur- 
gical progress. 

One of my pleasantest memories of Dr. Cheever 
is the serene and placid way in which he presided 
at the evening clinical meetings of the staff of the 
Boston City Hospital, which were held in the 
library. He was most calm and judicious, and 
seemed to be saying, “Why so hot, little man?” 
when some of us waxed enthusiastic over our 
favorite incision for fracture of the patella, or 
method for radical cure of hernia; he frequently 
impressed upon us the fact that there is more than 
one road to Rome, and that one method may be 
well adapted to one case, another to another. 

Something must be said about his interest in the 
welfare of his professional brethren and in medical 
legislation. Serene and self-controlled, he made 
an excellent appearance before legislative commit- 
tees, and always made his point clear. He was a 
thorough believer in the confidential relations be- 
tween doctor and patient, and in certain cases 
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which attracted attention he resisted the attempts 
of lawyers to extract from him confidential evi- 
dence revealed in the course of his practice. 

He was for many years president of the Medical 
Benevolent Society, and aided in every way those 
whose old age had come and brought with it in- 
digence. 

Dr. Cheever suffered most of his life from a 
functional trouble, which he bore so bravely and 
uncomplainingly that few realized he had it. The 
iron will that carried him through emergencies 
without a quaver so controlled his impulses that he 
never complained, or even spoke of his indigestion. 
Fortunately at the age of sixty he was cured by 
abstention from meat. 

Dr. Cheever loved outdoor life; rowing, fish- 
ing, horseback riding and walking. His figure 
on his white horse was a familiar one on the Fen- 
way. He was frequently accompanied by his son, 
David. He loved the beauties of nature, and the 
ceaseless changes of the sea and sky. He was 
most happily married, was devoted to his family, 
which was his first interest, and took the greatest 
delight in his children and grandchildren. When 
he retired from active practice he spent his leisure 
in outdoor life, resumed his study of the classics 
and thoroughly enjoyed his family. He loved 
travel and the broad knowledge of humanity 
which it brings. He was loved, even reverenced, 
by his patients; his relations with them were in 
conformity with his character and high standards. 
As Dr. Cheever advanced in age his physical 
powers failed, but his mental powers persisted in 
full strength to the end, which came December 
27, 1915, soon after his eighty-fourth birthday, 
after a short illness, when he was surrounded by 
his family and attended by a physician who was 
a beloved friend. His son, David Cheever, whose 
brilliant success in his profession must have 
cheered the later years of his life, was the only 
member of the family absent, being in France 
doing his bit for the wounded in the World War. 

At the meeting of the Boston Society for Medi- 
cal Improvement on April 16, 1916, George Wash- 
ington Gay,® Dr. Cheever’s lifelong associate and 
intimate friend, delivered a memorial address 
which is a model of its kind; it begins as follows: 

Any eulogy of Dr. Cheever is to be limited only 
by good taste and discretion. It would be difficult 
to overestimate his sterling character, his high ideals, 
his fine motives, his strict integrity and his exceptional 
service to the profession. His life was replete with wise 
and efficient activities. For more than half a century 
he was held in the highest esteem by the members 


of the medical profession, the court of last resort in 
determining the character and ability of any physician. 


The esteem and appreciation shown in this me- 
morial demonstrate that the longer and closer were 
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one’s associations with Dr. Cheever, the more 
one came to admire and respect him. Dr. Gay’s 
memory is fresh in the minds of many of us 
oldsters. He was a skillful surgeon and most 
estimable man, came, like Dr. Cheever, from 
New Hampshire, and served as his associate 
on the staff at the Boston City Hospital during 
almost the entire time of his own service. 


In 1918 a new amphitheater was dedicated at 
the Boston City Hospital to Dr. Cheever, the 
latest thing in amphitheaters at the time, and 
expected to last for a long term of years. It was 
not realized, however, that as time progressed, 
for reasons of asepsis, less and less operating 
would be done in large amphitheaters before large 
audiences, and more and more would be per- 
formed in the small, well-equipped operating 
rooms with the latest equipment for lighting and 
protection from bacteria. The new amphitheater is 
and should be designed for lectures, meetings, and 
so forth, where large audiences can be accom- 
modated. At the time of the dedication of the 
old amphitheater, Dr. David Cheever, the distin- 
guished son of a distinguished father, delivered a 
most charming and adequate appreciation of his 
father, and presented the trustees with this [point- 
ing] marvelous relief in bronze, the work of the 
late Bela Pratt. It is one of the best portraits 
the artist ever made; as one looks at it one almost 
believes that the portrait is alive, so well does it 
catch the fleeting expression of Dr. Cheever at 
some instant in his life. As we look upon it we 
compare the subject of it with all the other sur- 
geons we have known, and as we go over them 
all in retrospect we can think of certain qualities 
of the man in which none surpassed him. Among 
them are honesty, character, intelligence, interest 
in his work, diligence, mercy and charity, scholar- 
ship, breadth of outlook, optimism, knowledge of 
his profession. 

Gentlemen, we are looking upon a portrait of 
a man to whom we may give the proud title of 
a gentleman and a scholar. Dr. David Cheever’ 
heard his father say on some occasion, “I have 
tried to elevate the profession,” and writes: “That 
really expresses in a nutshell the spirit of his re- 
lations to medicine, whether in clinical medicine 
and surgery, or in teaching, or in the promotion 
of the nursing profession, or in public relations, 
and it may be fairly said that he accomplished a 
great deal in this direction.” 


May our medical school and hospital continue, 
as in the past, to honor Dr. Cheever’s memory —a 
memory on which his family may look with pride 
—and to feel a joy greater as the years go on, 
since time in its passage steals away the sense of 
recent loss. May the staff who are now bearing 
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the heat and burden of the day keep fresh the 
memory of this great and good man, and gain from 
it an inspiration to higher ideals, harder work and 
more faithful service. 
319 Longwood Avenue. 
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ESIONS of the extrahepatic bile passages are 

the second most frequent cause for abdominal 
operations by the general surgeon; yet our knowl- 
edge of the physiology and pathologic physiology 
of this system is still far from complete. Much 
remains to be done, but the information already 
available has added greatly to our knowledge of 
biliary function in health and disease. 

When the liver bile is carried to the normal 
gall bladder certain changes in composition occur. 
The chloride and bicarbonate are removed. The 
base, bile salt, cholesterol and pigment are greatly 
concentrated. On the other hand, when the gall 
bladder becomes damaged the chloride and bicar- 
bonate concentrations of the gall-bladder bile in- 
crease and the bile salt and calcium concentra- 
tions decrease. Thus, while the normal gall- 
bladder bile is acid, the bile from the damaged 
gall bladder tends to become alkaline. 

Observations which we have made demonstrate 
that in extensive damage of the wall of the gall- 
bladder, fluid pours into its lumen instead of being 
absorbed from the bile. This phenomenon partly 
explains the failure of the diseased gall bladder 
to be visualized after the administration of sodium 
tetraiodophenolphthalein, since the dye coming 
from the liver is still further diluted and visualiza- 
tion of the gall bladder depends on concentration 
of the dye. Moreover, while in the wall of the 
normal gall bladder little or none of the dye is 
absorbed, a considerable amount is absorbed from 
the bile in a damaged gall bladder. 

The degree of damage to the wall of the gall 
bladder is not stationary. During acute inflamma- 
tion, and even at times during pregnancy, the gall 
bladder may not be visualized after dye adminis- 
tration, but at a subsequent period some recovery 
of the function may take place and the gall blad- 
der may then be visualized. It is thus possible 
to find gallstones in a gall bladder which was 
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well visualized after the administration of sodium 
tetraiodophenolphthalein, and whose walls are 
only slightly thickened at operation. 

Through the kindness of Dr. Irving W. Potter, 
of Buffalo, we were able to secure specimens of 
gall-bladder bile from 65 patients who underwent 
cesarean operations. The high incidence of gall- 
bladder disease in women who are pregnant or 
have borne children has naturally led to the be- 
lief that there occurs in pregnancy a disturbance 
in metabolism which predisposes to the formation 
of gallstones. 

The almost invariable hypercholesterinemia in 
pregnancy, and the absence in normal pregnancy 
of marked disturbances of the other blood constit- 
uents, suggest that the metabolism of cholesterol. 
of which the majority of gallstones are formed, 
may be deranged as a result of the gravid state. 
This hypercholesterinemia nearly always disap 
pears before or very soon after delivery, and as a 
rule, at the time that calculous cholecystitis is di- 
agnosed the blood cholesterol is normal. 

No information is available on the concentration 
of the bile or blood cholesterol while the stone is 
being formed. Our early studies’ showed that 
both hepatic and gall-bladder bile from patients 
with gallstones have variations in their composi- 
tion from that obtained from normal patients. 
It was of interest to know whether the bile speci- 
mens obtained from pregnant women were nor- 
mal or whether they showed any of the charac- 
teristics of the bile from patients known to have 
gall-bladder disease. 

The bile-salt concentrations were all below those 
found in bile removed from a normally function- 
ing gall bladder. The figures for the gall-bladder 
bile cholesterol in pregnant women were distinctly 
higher than normal, in fact they were at times 
as much as five times the normal value. Thus, 


pregnancy bile contains a decreased amount of 
bile salt which is so necessary to keep cholesterol 
from precipitating out in the bile; at the same time 
the bile cholesterol is increased. 
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These changes represent the preliminary ones 
which may precede the formation of stones, and 
indicate that the frequent occurrence of gallstones 
in pregnant women is not a chance coincidence but 
is the result of some change from the normal, 
either in the bile put out by the liver or the bile 
after it has been acted upon by the gall bladder. 

From the viewpoint of the clinician, cases of 
gall-bladder disease, exclusive of cancer, can be 
divided into two groups— with stones and with- 
out stones. There is no certain method of deter- 
mining in all cases before operation whether stones 
are present. For several years we have had our 
patients studied roentgenographically and have 
studied the material obtained by duodenal drain- 
age. Each method is open to certain errors, but 
each, in the hands of properly trained technicians, 
is sufficiently accurate to permit a high percentage 
of dependable results. 

We have found that in gall-bladder bile obtained 
by duodenal drainage we have a more accurate 
means of determining the presence of gallstones 
preoperatively. When a “B” fraction of bile can 
be obtained the method is 90 per cent accurate in 
the diagnosis of stones, if the procedure is car- 
ried out by a qualified technician, while by x-ray 
we have positively visualized but 58 per cent of 
stones. 

If one is to rate the accuracy of x-ray diagnosis 
on the end results of operations in these cases, it 
must be admitted that we often go astray in the 
diagnosis of chronic cholecystitis in the absence 
of stones. For in the gall bladder containing 
no calculus the end results of cholecystectomy are 
not nearly so good as in the calculous group. 

Each of these methods has its advantages and 
disadvantages. When the case is studied by 
x-ray one must be sure that the patient has not 
vomited or had a bowel movement for at least 
six hours after the administration of the dye. 
When the films are made the first should cover 
the entire abdomen so as to include a gall blad- 
der which may be displaced. At that time the 
dye should be demonstrable in the colon as a 
flaky material. Failure to verify these points may 
lead to an error in diagnosis. 

When the method of duodenal drainage is used 
a “B” fraction is essential. If this is not obtained 
a positive diagnosis is not possible. Failure to 
obtain such a fraction, however, does not indi- 
cate cystic duct obstruction in every case, as is 
commonly believed. 

Furthermore, the value of an excellent clinical 
history should not be underestimated, for occa- 
sionally too great emphasis is placed on the lab- 
oratory findings. They are by no means infallible. 
It is important to establish as carefully as possible 
before operation whether gall-bladder disease 
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exists, but it is of equal importance to determine 
the presence of existing collateral disease. 

It is well known by surgeons that one of the 
major causes of death after operation on the 
biliary tract is myocardial failure. Riesman and 
Babcock independently suggested that the strep- 
tococcus, which is most frequently the infecting 
organism in biliary tract infection, also causes 
myocardial degeneration. More recently Schwartz 
and Herman* have suggested that the myocardial 
change is the result of a fatty infiltration of the 
myocardium and that this is merely a part of 
the general increase in the adiposity of many of 
the patients who have gall-bladder disease. 

For some time I have had the opinion that 
many of the patients who present evidences of 
serious cardiac disease at the time of operation had 
some initial cardiac lesion prior to the biliary tract 
disease. Though the gall-bladder lesion accen- 
tuated and aggravated the existing disease, in 
many cases it may not have been the sole etiologic 
factor. 

In the last 536 biliary tract cases we have oper- 
ated on there were 56 patients with evident cardiac 
disease, 18 of whom had evidence of severe myo- 
cardial disease by electrocardiographic findings, 
with signs of decompensation. 

All patients suspected of having coincidental 
cardiovascular disease are studied jointly by the 
surgeon and the internist. Electrocardiographic 
and orthodiagraphic studies are made, as well as 
a careful physical examination of the heart. The 
operation: is done when the surgeon and internist 
agree that the preparation has been adequate. 


These patients do not, if properly protected 
before, during and after operation, present the 
serious risk which we are wont to expect; only 2 
of the 56 patients with evident cardiac disease 
succumbed following operation and 1 of these 
had common duct obstruction. The observations 
of Fitz-Hugh and Wolferth® in this connection 
are indeed interesting in that following operation 
there is very often a rapid and marked improve- 
ment in the clinical as well as the electrocardio- 
graphic picture. 

I cannot pass the cardiac aspects of biliary tract 
disease without saying a word about the patients 
with myocarditis and angina pectoris whose bil- 
iary symptoms may be so slight as to be over- 
looked. Many of these patients are relieved of 
their most distressing symptoms by competent 
biliary tract surgery. Surely injections of and op- 
erations on the sympathetic nervous system 
should be delayed until after the necessary biliary 
tract surgery has been accomplished. The sur- 
prising thing is that at that time further surgery 
will often not be required. 

In nearly every case in our series there has 
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been improvement in the patient’s cardiac symp- 
toms, and while the end results in this respect 
may not be so good as those obtained after thy- 
roidectomy in the thyrocardiac patient, they are 
sufficiently good to warrant operation; the gravest 
myocardial damage need not be a contraindication. 
The operation has at times consisted only of a 
cholecystostomy under local anesthesia. In fact, 
the remarkable and early improvement which oc- 
curred in several of our patients whose gall blad- 
ders were merely drained leads us to question 
whether factors other than infection and mere 
obesity, such as a reflex phenomenon, may not 
play a part in accentuating an existing cardiac 
abnormality. 

Diabetes mellitus was encountered in 29 of the 
last 536 patients in whom gallstone disease was 
present. This association is more than casual, 
and in certain cases we must agree that there is 
at least an etiologic relation between the two 
diseases. 

Joslin has stressed the association of obesity and 
diabetes. Here again we find a close relation to 
cholecystic disease, for many of the patients with 
biliary tract disease are overweight. The com- 


bination of cholecystitis and hepatitis results in a 


liver whose ability to store glycogen is below nor- 
mal. 

The high glucose-tolerance curves seen in pa- 
tients with severe hepatic disease are often not 
unlike those of diabetic patients. The association 
of hepatitis, cholecystitis and diabetes so disturbs 
the glucose metabolism that problems of the most 
perplexing character confront the clinician. We 
have repeatedly observed that the diabetic patient 
with severe hepatic disease is difficult to standardize. 
He is frequently thrown into hypoglycemic shock 
by doses of insulin which would have little effect 
in the presence of a more normally functioning 
liver. 

The higher incidence of diabetes in our group 
of patients than is found in the normal population 
suggests that the patient with long-standing 
cholecystic disease is more prone to diabetes than 
is the normal individual. Certainly in those 
patients who only to a slight degree tend to be- 
come diabetic, that is the latent cases, the chole- 
cystic disease may tend to accentuate the condi- 
tion. 

We have become accustomed to thinking in 
terms of liver damage in biliary tract disease 
when the patient is jaundiced. That the liver 
glycogen stores may be just as seriously reduced 
when there exists a widespread hepatitis is not so 
well understood, but is nevertheless true, for 
hepatic parenchyma damaged by infection, cir- 
rhosis and fatty infiltration such as is frequently 
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observed in long-standing cholecystic disease is not 
conducive to normal storage of glycogen. 

We have run the gamut of liver function tests, 
galactose and glucose tolerance tests, phosphatase 
determinations, bromsulfalein tests, hippuric acid 
tests and many others, and have come to the con- 
clusion that hardly any of these are of constant 
and sufficient value to deserve much reliance. The 
latter two are of some value, but the compensatory 
activity of the liver is so great that extensive liver 
injury exists before even these tests demonstrate 
hepatic injury. At such.a time the tests are too 
frequently unnecessary. 

The van den Bergh determination is of real 
help in showing the degree of bile pigment reten- 
tion in the blood stream. It is, however, not a 
test of liver function. The hippuric acid conjuga- 
tion method of Quick* is at present the best 
method available for determining hepatic func- 
tion, but it too frequently fails to indicate early 
or moderate liver injury. In an organ whose func- 
tions are so diversified it is hardly possible that 
any one test will ever give us an adequate concep- 
tion of complete function. 

It may be inferred from my remarks that I con- 
sider gall-bladder disease entirely a surgical prob- 
lem. This is not true. To operate on every 
patient with cholecystitis is a mistake. From 10 
to 12 per cent of our population past forty years 
of age have gallstones. Only those patients with 
symptoms of indigestion or colic or both, and 
those with cardiac disease or diabetes mellitus, 
need be considered for operation. Symptomless 
stones might well be retained and the patient not 
be exposed to the dangers, even though these be 
few, of surgical therapy. 

While I speak with some positiveness in regard 
to the stone-containing gall bladder, it is not pos- 
sible to do so in regard to the non-calculous gall 
bladder. Nothing has done more harm to the 
surgery of the biliary tract than the wholesale 
removal of the blue, thin-walled gall bladder which 
grossly and microscopically shows little evidence 
of disease. Even the gall bladder of cholesterosis 
is but one evidence of a profound disturbance 
in the lipid metabolism. It is not an inflamma- 
tory lesion, and its removal is too frequently fol- 
lowed by a poor end result and a dissatisfied patient. 

Even though the symptoms point strongly to 
cholecystic disease, the gall bladder should not be 
removed if careful exploration fails to reveal good 
evidence of disease. The frequency with which 
colitis may simulate cholecystic disease is ample 
evidence that not all pain in the right upper quad- 
rant is the result of biliary tract disease. 

Nothing has retarded early operation in pa- 
tients requiring biliary tract surgery so much as 
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the fact that from 40 to 60 per cent of the non- 
calculous cases subjected to cholecystectomy fail 
to obtain the relief which they expected. Surely 
if disease of the gall bladder were the cause of the 
symptoms, the end results in this group should 
be of the best, for the patients would be in an 
earlier stage of biliary tract disease. 

Surgery of the gall bladder is not the cure for 
all types of the strawberry gall bladder, for colitis 
and for dyskinesia of the biliary passages, a lesion 
which is receiving too little attention in this coun- 
try. The non-calculous gall bladder and the 
chronic appendix belong to much the same cate- 
gory, and the surgical treatment of either of these 
conditions has added to the reputation of the sur- 

eon. 

: There is a large group of patients who have had 
one or two attacks of cholecystitis, and in whom 
the evidence is strongly against the presence of 
stones, who also should be treated by non-surgical 
methods to ascertain whether they can be kept 
comfortable. Should a medical regime fail to 
give relief from symptoms, surgery can then be 
done. 

In acute gall-bladder inflammation, associated 
with cystic duct obstruction, early operation is, I 
believe, desirable, for it permits of cholecystectomy, 
while the edema, suppuration, gangrene and per- 
foration which so frequently follow acute cystic 
duct obstruction increase the hazards of either 
cholecystectomy or cholecystotomy. I find myself 
in sympathy with those who believe that, in gen- 
eral, delay increases the risk. On the other hand, 
when the patient is seen three or four days fol- 
lowing the onset of the attack, palliation is often 
desirable, if the evidence points to a subsidence of 
the acute process. 

I do not believe, however, that cholecystectomy 
should be done in every case regardless of the 
stage of the disease, for it is often wiser to do a 
cholecystostomy and drain a localized subhepatic 
abscess than to open widely an area of limited 
peritoneal infection. It is rare for the gall bladder 
to perforate into the free peritoneal cavity, and 
from this point of view the acutely inflamed gall 
bladder need not be compared to the acutely in- 
flamed appendix. 

It is of the greatest importance that the ana- 
tomic relations at the junction of the cystic and 
common ducts be carefully visualized. The dam- 
age to an abnormally placed right hepatic duct 
may prove difficult to repair even though the in- 
jury is observed during the operation. Ligation 
of an anomalously located hepatic artery will re- 
sult in death, and the catastrophe has infrequently 
been ascribed to cardiac failure. 

There seems still to be a difference of opinion 
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as to whether the common duct should be opened 
in the absence of jaundice. We find that in the 
presence of common duct dilatation, even in the 
absence of a previous history of jaundice, this is 
often a wise procedure. Increasing experience 
with common duct exploration in non-jaundiced 
patients has convinced us that Lahey is correct. 
The dilated common duct, especially when there 
is an accompanying dilatation of the cystic duct, 
frequently contains stones. The time to remove 
these is at the original operation. 

The question of whether to drain after chole- 
cystectomy is still a moot point. It is our practice 
to drain with a small soft-rubber tube. One of 
the most distinguished advocates of non-drainage 
in this country has said that failure to drain will 
be regretted in not more than 2 patients in 100. 
If this be true the mortality of simple cholecys- 
tectomy for calculous or non-calculous disease is 
doubled by failure to introduce a safety valve in 
the event of bile leakage and threatened bile 
peritonitis. 

While the problems associated with simple 
gallstone disease are numerous, they are now 
more clearly understood and there is a more or 
less generally uniform understanding concerning 
them. When, however, a stone passes into the 
common duct, and jaundice occurs, the problems 
confronting the patient and the clinician are great- 
ly multiplied, their complexity is increased and 
our understanding of the pathologic physiology 
which follows biliary obstruction is not clear. 

The problems involved in the successful treat- 
ment of patients with obstruction of the common 
bile duct are often so numerous and so difficult 
of solution that one is surprised that the mortality 
is not higher than it now is. Whether the ob- 
struction is due to a stone, a tumor or cicatricial 
stenosis, there occurs with the advent of ductal 
occlusion an increase in the pressure in the intra- 
hepatic and extrahepatic bile ducts. As a result of 
this, the liver cells attempt to carry on their man- 
ifold functions against an increasing pressure ob- 
stacle. When, after complete ductal obstruction, 
the pressure in the hepatic ducts reaches 330 mm. 
of the bile itself, hepatic secretory function ceases, 
so far as any normal function is concerned. 

Even at this time many of the functions of the 
liver continue with little evidence of interference. 
Glycogenolysis and glycogen deposition are af- 
fected but not completely suppressed. Urea con- 
tinues to be formed. Fibrinogen formation is not 
affected. Thus the tangible functions are con- 
tinued in the face of complete secretory suppres- 
sion. 

There occurs at this time a failure of bile pig- 
ment to pass into the common duct and, as a 
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corollary, a retention of bile pigment in the blood 
with resultant evidences of jaundice. The degree 
of bile pigment retention depends on_ several 
factors. If the obstruction is associated with a 
normally functioning gall bladder, as occurs in 
carcinoma of the head of the pancreas or of the 
papilla of Vater, deep icterus may be delayed for 
a time. 

When the hepatic secretory suppression occurs, 
the mucous secretion of the bile ducts dilutes the 
trapped bile, and as the pigment is absorbed by 
these cells, hydrohepatosis results, at which time 
so-called “white bile” fills the hepatic ductal sys- 
tem. It is during the state of partial liver in- 
sufficiency that so many of these patients seek sur- 
gical aid. 

In 1929 I° reported evidence showing that the 
glycogen stores of the liver may be severely af- 
fected in complete common duct obstruction. 
Since the function the liver plays in carbohydrate 
metabolism is among its most important ones, 
any interference with this metabolism is of con- 
siderable significance. We have, however, con- 
cluded that too much emphasis has been placed 
on the carbohydrate aspects of liver function in 
biliary tract disease, and too little on the metab- 
olism of fat in the liver. 


It is true that normally a high liver glycogen 
is associated with a low liver fat, but it is pos- 
sible to have a high glycogen content of the liver 
and simultaneous high liver fat. Moreover, it 
has not been demonstrated that with the methods 
now used during the period of preoperative treat- 
ment the liver fat can be considerably affected. 


Of the greatest importance is the fact that in 
the presence of liver damage in association with 
hepatitis and common duct obstruction, large 
amounts of fat may remain in the liver after 
what we have believed to be a vigorous type of 
glucose therapy. This we have demonstrated in 
patients we have prepared for operation. 

It is, we believe, the amount of fat in the 
liver, regardless of the glycogen level, that con- 
ditions the precipitation of liver injury after the 
use of volatile anesthetics. Thus, a high liver 
glycogen will not protect against liver injury fol- 
lowing the use of chloroform, ether or Vinethene 
if the amount of fat in the liver exceeds 14 per 
cent, which is only one and five-tenths to two 
times the normal amount. Furthermore, such a 
liver is more easily damaged by the anoxemia 
associated with nitrous oxide and oxygen anes- 
thesia or even spinal anesthesia when accompanied 
by marked hypotension. 

We have repeatedly observed that the deple- 
tion of liver glycogen permits additional fat to 
come to the liver. If, as a result of cell injury, 
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either from obstruction, infection or any other 
factor causing a depletion of the glycogen re- 
serve, the liver fat stores are increased, liver necro- 
sis may occur during anesthesia. Liver anoxia is 
known to exist in common duct obstruction. Thus, 
a number of factors are associated to produce a 
vicious circle leading to further liver injury. And 
the additional injury precipitated by operation and 
anesthesia may be the important factor in the end 
result. 

It is because of the manifold problems which 
confront us in these patients that I wish to dis- 
cuss a rational therapy for preparing the bad-risk 
biliary group with or without obstructive jaundice 
for operation, as well as certain factors in the 
operative and postoperative therapy. 

Waltman Walters has called attention to the im- 
portance of operating on severely jaundiced pa- 
tients at a time when the level of bile pigment 
retention in the blood is more or less stationary. 
The significance of this observation is only too fre- 
quently overlooked. 

There is no doubt in my mind that the patient 
who is operated on when the van den Bergh shows 
a constant level of the serum bilirubin, whether 
this be high or low, is better able to withstand 
the additional trauma of operation than is the pa- 
tient who is operated on in the face of a rapidly 
rising bile pigment concentration in the blood. 
This is one of the reasons why I do not believe 
it is necessary to rush the jaundiced patient to 
operation. A few days or even a few weeks of 
careful preparation in certain cases is of more im- 
portance than the fact that delay in operation pro- 
longs the period of jaundice. If the serum bili- 
rubin is rising we wait until it has reached a sta- 
tionary level. If it is falling, we wait until the 
maximum improvement has taken place. 

Since carbohydrates are the major source of 
liver glycogen, an attempt should be made to in- 
crease the carbohydrate intake prior to operation. 
This may be accomplished in part by frequent high- 
carbohydrate feedings by mouth, reinforced by the 
intravenous administration of glucose. The ano- 
rexia from which so many of these patients suffer 
can be corrected by the use of large amounts (750 
international units) of vitamin By daily plus the 
use of lyophilized human or pig’s bile. However, 
it must be remembered that even though the glyco- 
gen stores are temporarily replenished, they are 
again rapidly depleted by the very factors which 
initiated the process in the beginning — ductal ob- 
struction. It is therefore incorrect to assume too 
much from the simple preoperative administration 
of glucose unless the therapy is pushed by every 
available means and over a sufficiently long period 
of time. 
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The glucose which is given preoperatively should 
be given very slowly, since the sugar tolerance is 
greatly reduced. As it is usually administered by 
an intern, from 50 to 100 gm. may be introduced 
in ten or twenty minutes and fully a half or more 
of the glucose may merely flow out in the urine. 
It has been our experience that spilling over into 
the urine will not occur if not more than 20 gm. 
per hour is injected intravenously into the average- 
sized adult. 

Since our attention has been focused more di- 
rectly on the fat content of the liver in the pre- 
operative period, we have changed our preopera- 
tive therapy. Our investigations have shown us 
that it is only possible to increase the glycogen 
stores greatly during this period by the most 
intensive carbohydrate feeding. Nevertheless, it is 
essential to rid the liver of the accumulated fat 
which may be present. The addition of protein to 
the high-carbohydrate diet in the amount of 14 
per cent of the total calories is, we believe, useful 
in accomplishing this. The protein-carbohydrate 
diet is the best diet where a low-fat liver is de- 
sired. 

One of the most distressing complications of 
operation on the jaundiced patient is hemorrhage. 
There has existed no satisfactory explanation why, 
given two patients with an equal degree of jaun- 
dice from common duct obstruction, one will bleed 
after operation while the other goes on to an un- 
complicated recovery, until Quick® began his studies 
on the prothrombin time of these patients. 

We have at our disposal at the present time, in 
the study of prothrombin time, a. satisfactory 
method of prognosticating which patient will bleed 
and which will not. The venous pressure bleeding 
time, recently suggested by Ivy’ for this purpose, 
and the sedimentation rate of Linton have not 
proved satisfactory in our hands. 

The prothrombin time is studied by us in every 
jaundiced patient. Bile feedings are immediately 
begun, either in the form of lyophilized bile or by 
the administration of sodium deoxycholate. In 
addition we are using a potent source of vitamin 
K as suggested by Greaves and Schmidt.* Since 
this method of preparation was begun we have 
not had a single serious case of postoperative hem- 
orrhage. 

It is of course possible that the liver injury may 
be so severe that diet and bile and vitamin K may 
occasionally prove ineffectual, but the rapidity 
with which improvement of the liver may take 
place under suitable conditions leads me to be- 
lieve that such cases will be rare. 

Regardless of the method of preparation, up to 
the time we began the use of bile and vitamin K 
in the preoperative period, hemorrhage incidence 
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in our patients remained approximately the same. 
With this method of therapy, surgeons need no 
longer lull themselves into a sense of false security 
by pouring calcium into the veins of their pa- 
tients. The occasional use of small transfusions 
in the preoperative period is undoubtedly of ad- 
vantage, and in the period prior to the use of bile 
and vitamin K it did more than anything else 
to reduce the deaths from hemorrhage. 


One can hardly discuss treatment without re- 
ferring briefly to certain aspects of the operation, 
for while more adequate preoperative and _post- 
operative care has contributed to a reduction in 
the morbidity of operations on the biliary tract, 
certain factors concerned with the operation itself 
have, in our hands at least, contributed in large 
measure to the safety of the bad-risk patient. 


We believe that the most satisfactory anesthetic 
in the biliary tract cases is spinal anesthesia. If 
the patients are given ephedrine prior to the ad- 
ministration of the anesthetic, as suggested by 
Ferguson and North,” and if the anesthetic does 
not exceed 150 mg. of novocain, the drop in the 
blood pressure is never alarming and the facility 
with which the operation can be done adds greatly 
to the safety of surgical intervention. So far as 
I know, spinal anesthesia alone, with the excep- 
tion of local anesthesia, will permit of extensive 
operations on the biliary tract without in any 
way affecting the liver tissue. 

Contrary to general opinion, nitrous oxide and 
oxygen anesthesia is not safe in the jaundiced 
patient. The increased anoxia which this anes- 
thetic induces in the liver cells may prove of seri- 
ous consequence in that further liver degeneration 
and necrosis may occur. Even Cyclopropane, 
which permits the use of a high concentration of 
oxygen, has not proved a very safe anesthetic in 
such cases. 

There are a number of serious problems that 
may arise in postoperative periods which may 
be prevented by careful attention to the post- 
operative therapy. Patients with long-standing or 
complete obstruction of the common duct should 
have a slow decompression of the biliary passages 
after operation. This can be accomplished in a 
manner similar to decompression of the urinary 
bladder, except that the obstacle must be provided 
after operation, since the very nature of the op- 
eration tends to result in sudden biliary decom- 
pression. If the method of slow decompression 
is instituted, the sudden hepatic hyperemia which 
follows the restoration of a free, portal venous 
blood flow can be controlled. 

The use of a slow, continuous intravenous drip 
of glucose and saline is of the greatest value in 
the postoperative period. It is after the release 
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of the obstruction that the liver cells can resume 
their normal function, and no single substance 
is so helpful in the postoperative period in aiding 
the hepatic cells to recover as is glucose. 

In the badly jaundiced patients, or in those 
whose jaundice has been of long standing, we 
believe that the judicious use of small transfusions 
—250 to 500 cc.—in the postoperative period 
reduces the mortality and results in a smoother 
convalescence. The feeding of vitamin K is con- 
tinued in the postoperative period. It will not be 
long before there is available a purer preparation 
which can be given parenterally to individuals 
with a non-retentive stomach. 

In the postoperative care of the jaundiced pa- 
tient we have found that the early restoration 
to the gastrointestinal tract of the bile obtained 
by external drainage is of the greatest value. With 
the use of our decompression method, bile feeding 
by a Jutte tube is not required, provided the ob- 
struction has been removed. 

The extrahepatic functions of the bile play a 
most important part in the body economy, and 
a normal intestinal function will follow the adop- 
tion of this method in patients whose total or 
major bile excretion is flowing to the exterior. 
Since we began this method we have not ob- 
served a single instance of pancreatic insufficiency. 

I cannot leave certain of the postoperative prob- 
lems of the biliary tract patient without saying a 
word about liver shock. Many theories have been 
elaborated to explain the condition of profound 
vasomotor depression which occurs in occasional 
cases after biliary tract surgery and which, in 
spite of treatment, frequently results in death. The 
major types of shock are due to ligation or throm- 
bosis of the main hepatic artery. If this catas- 
trophe occurs there take place hypoglycemia, a 
falling blood pressure, a rising pulse rate and 
hyperpyrexia. While glucose may give tem- 
porary relief, it cannot save the patient. 

Although the character and thoroughness of 
the operation play an important part in the end 
result of any biliary tract operation, there remains 
the small group of patients in whom operation was 
rightly indicated, but who continue to complain 
of dyspeptic symptoms. If we exclude those pa- 
tients in whom, as a result of some postoperative 
sequelae, certain symptoms continue, there still 
remains a group in which after a technically per- 
fect operation, which was fully indicated, the 
expected relief failed to follow. Deaver and 
others have thought that in many of these pa- 
tients a chronic pancreatitis accounted for many 
of the residual symptoms. 

The failure to relieve fully certain of these 
patients can, however, be explained by the change 
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in function of the gall bladder and the liver in 
long-standing biliary tract disease. The bile salts, 
which play such an important role in the activa- 
tion of the lipases, in the digestion and _trans- 
port of fat, and, in the absorption of a variety of 
important vitamins, are reduced in concentration 
in hepatitis, so that the bile entering the intestine 
is inadequate to fulfill the role which it normally 
plays in the digestive and metabolic processes. 


Any condition which interferes with the normal 
enterohepatic circulation of certain of the bile 
constituents or prevents their formation in nor- 
mal amounts may result in an interference with 
the extrahepatic functions of the bile, and dys- 
peptic symptoms will then persist. Thus, if after 
long-standing cholecystic disease there results a 
permanently damaged liver, it is highly possible 
that even cholecystectomy and common duct oper- 
ations will not bring the full measure of expected 
relief from symptoms. 


These patients will, however, prove to be the 
exceptions, for with a clearer understanding of 
the responsibilities of internist and surgeon the pa- 
tient will come to operation at a time when sur- 
gery can offer its best. With careful preparation 
for operation, after a critical survey of the pa- 
tient’s condition, with a well-planned operation, 
which is skillfully executed with attention to the 
minutiae of postoperative care, complicating car- 
diac disease, hepatitis, diabetes or even jaundice 
are no longer the bugbears which they once were, 
and the surgeon can approach these problems 
with confidence that the final outcome will be 
good in nearly every case. 
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Discussion 


Dr. Water H. Lacey, Keene, New Hampshire: Dr. 
Ravdin’s paper is full of common sense and is very com- 
prehensive. 

I should like to ask about the type of incision. I have 
been distressed by the number of hernias that I have had 
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as a postoperative result, and lately I have brokeh away 
from using the mid-rectus incision and have used a right- 
rectus, retracting incision, drawing back the rectus muscle 
from the midline over to the side. I have also used a stab 
drain for my drainage wick, outside the line of suture, 
hoping that I should get away, also, from some of the 
distressing postoperative symptoms that come from adhe- 
sions. 

I was glad to hear Dr. Ravdin speak about spinal anes- 
thesia; it certainly gives the best relaxation. I have been 
using the type of spinal anesthesia they employ at the 
Faulkner Hospital in Boston,—a combination of novo- 
cain and pontocaine, — with very satisfactory results. One 
gets more relaxation and can therefore do a better piece 
of work. 


Dr. Cuester L. Smart, Laconia, New Hampshire: This 
is one of the finest papers on gall-bladder disease I have 
ever heard. It seems ridiculous for a man from up in the 
country to try to discuss such a comprehensive review. 
However, there are two or three things that I shall men- 
tion. 

In 1919, Drs. Charles and William Mayo wrote in 
Keen's Surgery: “Operations for simple gallstones are 
exceedingly safe and the mortality does not exceed 0.3 per 
cent from all causes, and the percentage of cures is very 
high, at least 95. Mortality from cholecystectomy is 0.3 
per cent higher.” Since then, the pendulum has swung 
way over to the other side, and now if one does not 
remove a diseased gall bladder he is open to grave criti- 
cism; indeed, I have occasionally heard doctors who have 
for some good reason failed to remove a gall bladder 
accused of something like malpractice by their patients. 


I believe that gall bladders are frequently found which 
are in too bad a condition to remove, and, in such cases, 
the risk of cholecystectomy is much greater than that 
of a cholecystostomy. I refer particularly to acute empyema 
of the gall bladder in elderly or debilitated patients. Fre- 
quently these patients are terribly sick. The gall bladder 
is wrapped about with omentum; occasionally the tip only 
is visible, and that distended and dark; the ducts are 
greatly congested and edematous. In these cases a chole- 
cystostomy can be done, the obstructing stone removed, 
a tube inserted and the wound closed in a minimum of 
time and with little shock, and frequently under local 
anesthesia. I am sure that if one were to remove the 
gall bladder the mortality would be much higher. 


I also believe that in cases of acute or chronic pancrea- 
titis the treatment of choice is cholecystostomy with pro- 
longed drainage, a procedure which gives the inflammation 
in the pancreas the best chance to subside; I mean by 
“prolonged drainage” a period of at least three months. 


Dr. Davin W. Parker, Manchester, New Hampshire: 
! repeat what Dr. Smart just said about Dr. Ravdin’s 
paper: it is the most intensive, practical report that I have 
heard for years. I should like to have Dr. Ravdin speak 
a little more fully on the acute gall bladder as we occa- 
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sionally see it. The pendulum is, perhaps, swinging 
more toward treating it like acute appendicitis. In 2 
of my acute cases, I delayed the operation for several days 
until the symptoms quieted down; on operating I found 
a small abscess down around the cystic duct. Of course, 
if one operates early one has other things to contend with — 
one is between the devil and the deep sea. 


Dr. Ravoin (closing): In the subcostal incision, which 
we have used for sixteen years, the drainage tube is 
brought out through the lateral edge of the incision. The 
incidence of hernia has been about 4 per cent. The late 
Dr. Dan Jones of Boston used this type of incision for 
many years. I believe that the patient is more comfortable 
when it is used. Respiratory exercises can be more easily 
carried out, and the incidence of postoperative pulmonary 
complications is therefore lower. The exposure of the 
undersurfaces of the liver and the common duct is, I be- 
lieve, better than that obtained with any other incision. 

As to cholecystostomy, of course there is a place for it. 
The surgeon who says he never does a cholecystostomy 
is either losing patients whom he should not lose or is 
not doing much biliary tract surgery. At another state 
society meeting which I attended not very long ago, a 
surgeon reported the results of cholecystectomy for acute 
cholecystic disease. His mortality was 17.6 per cent. 
It is true that the mortality for cholecystectomy for acute 
cystic duct obstruction in the hands of certain surgeons 
is much lower than that, but one must not consider what 
it is in the hands of a few surgeons; one must consider 
what it is in the hands of the majority of surgeons. 

On my own service, there has not been a death from 
cholecystectomy in eleven years. This of course excludes 
the common-duct cases. But I am sure that had we done 
cholecystectomy in every case with acute gall-bladder infec- 
tion I could not make this statement. Furthermore, as 
I said in my paper, I believe that in certain patients with 
serious cardiac disease and decompensation, drainage of the 
gall bladder is sometimes the primary operation and fre- 
quently the only one to do. If patients are seen early, 
cholecystectomy is the operation of choice. But when 
the patient is seen three, four or five days after the onset 
of the attack, and as the result of obstruction in the neck 
of the gall bladder there have occurred gangrene, necrosis 
and perforation, with subhepatic abscess, which is always 
a localized abscess, that is a different story. I have seen 
but 1 case of generalized peritonitis from a perforated 
gall bladder. The very anatomic relations seem to local- 
ize it. 

I believe that the wide exposure needed in these cases 
in order to visualize clearly the cystic and the common 
ducts increases the hazards of cholecystectomy. In most 
of such cases we have believed it wiser to do a simple chole- 
cystostomy and drain the hepatic abscess, advising patients 
to come back in three months for cholecystectomy. If they 
return in the interim, when the infection has subsided, 
the separation of adhesions from the gall bladder is an easy 


— and cholecystectomy can be done with a minimum 
of risk. 
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THE USE OF VINYL ETHER (VINETHENE) IN 
INFANCY AND CHILDHOOD* 


Report of 100 Cases 
Rosert E. Gross, M.D.+ 


BOSTON 


HE introduction of vinyl ether (Vinethene) 

in recent years has made available a new 
anesthetic which can be particularly adapted for 
surgical procedures of short duration in infancy 
and childhood. There has been a long-standing 
need for a suitable general anesthetic, preferably 
of an inhalant type, which will produce narcosis 
rapidly, give adequate relaxation, have a short 
recovery period, produce little postanesthetic reac- 
tion and carry a high degree of safety. All these 
features appear to be present when vinyl ether is 
used in adults, and we were therefore prompted 
to test this drug on younger patients than have 
heretofore been studied. The following report 
summarizes our experiences with this anesthetic 
in 100 babies and children at the Children’s Hos- 
pital. The results were so satisfactory that the 
drug promises to assume a permanent place in the 
armamentarium of one who has occasion to under- 
take minor operative procedures in young indi- 
viduals. 

In our outpatient department work the use of 
ethyl ether often causes considerable difficulty 
because of prolonged recovery periods. In a busy 
clinic the suture of lacerations, drainage of ab- 
scesses, and so forth, under ethyl ether may tie up 
one or more nurses, who must stay with these 
patients for an hour or two during the stage of 
postanesthetic unconsciousness. A similar prob- 
lem is encountered during the evening or night, 
when it is necessary to keep some of the personnel 
on duty while a child slumbers, salivates, vomits, 
perspires and slowly regains consciousness after 
having been given a general anesthetic. The use 
of vinyl ether has greatly changed this situation, and 
now a child is rarely held more than ten or fifteen 
minutes after completion of the surgical proce- 
dure, for the recovery period is extremely short 
and the postanesthetic complications are rare. 


TYPES OF CASES SUITABLE FOR 
VINYL ETHER ANESTHESIA 


Vinyl ether can be used to marked advantage for 
minor operations which can be completed in five 
or ten minutes. This limitation on the operative 
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time is not made because it is unsafe to admin- 
ister the drug over a longer period, but rather be- 
cause it is somewhat difficult to maintain an even 
depth of anesthesia, owing to the extreme rapidity 
of the action of vinyl ether. Operations have been 
performed using vinyl ether for half an hour or 
more, but in such cases careful observation is 
necessary to maintain the anesthesia on a given 
plane. 

The type of case, then, in which vinyl ether is 
particularly useful is the one so often encountered 
in outpatient-department work or in the pediatri- 
cian’s practice. Within this category may be 
listed incision and drainage of an abscess or sup- 
purative cervical adenitis, aural paracentesis, dila- 
tation or retraction of a tight foreskin, removal of 
deeply embedded splinters, dilatation of urethral 
strictures, external meatotomy, and suture of 
small lacerations. In a number of cases we have 
found this anesthesia very useful for endothermy 
coagulation of hemangiomas. Sufficient muscular 
relaxation can be obtained to permit rapid and 
easy reduction of fractures of the digits or of a 
Colles’s fracture, but more complicated ones had 
best be treated under some other form of anes- 
thesia. Several times we have attempted dilatation 
of esophageal strictures under vinyl ether, but this 
was unsatisfactory, owing to the fact that when 
the face mask was removed to start dilatation the 
patient recovered too quickly. In 5 cases vinyl ether 
was satisfactorily employed as an induction agent 
(in appendectomy, tonsillectomy, and so forth) be- 
cause the rapid onset of narcosis was desirable in 
an excited child. After muscular relaxation was 
obtained — usually in less than one minute —the 
vinyl ether was discontinued and was replaced 
by ethyl ether. 


The drug appears to be very suitable for use in 
even the youngest age groups. Indeed it has dis- 
tinct advantages in infants because its stimulat- 
ing effects on the respiratory apparatus ensure an 
adequate exchange of air and at once dispense 
with the difficulties in breathing which may be 
troublesome with ethyl ether and_ particularly 
with nitrous oxide anesthesia. We have employed 
vinyl ether for infants as young as one month, 
and have been highly pleased with its ease of 
administration and its apparent safety. 
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CHEMICAL AND PHYSICAL PROPERTIES 
OF VINYL ETHER 


Vinyl ether is a clear, colorless fluid which pos- 
sesses a characteristic odor. This odor is not 
unpleasant, and we have never had a patient com- 
plain about it, or object to the administration of 
vinyl ether when it was to be used a second time. 
Owing to its low boiling point (28-31°C.), vinyl 
ether is very volatile and vaporizes with extreme 
rapidity. It decomposes somewhat on exposure to 
light and air, and hence should not be employed 
if the containing bottle has been open for more 
than twenty-four hours. However, when left un- 
opened in the tightly capped, dark-colored bottle* 
in which it is supplied, it may be safely stored for 
a year or more. Vinyl ether is inflammable, its 
explosive properties being about the same as 
those of ethyl ether. 


DESCRIPTION OF VINYL ETHER ANESTHESIA 


Vinyl ether may be administered in a closed gas 
machine of suitable type or may be dropped on 
an open (Yankauer) mask. We have had no ex- 
perience with the closed-machine method, because 
it is too expensive; it is also wasteful, since any 
unused portion of the drug must be discarded. 
However, in an accident ward where such a ma- 
chine is being used frequently, this method of 
administration would probably be quite satis- 
factory. 

In all cases of the present series the open-mask 
method was employed. Caution must be taken 
regarding the type of mask, for it is absolutely 
necessary that a large amount of air be available 
to the patient at all times. Because of this, a 
closed mask is unsatisfactory. Nor is it advisable 
to surround an open mask of the Yankauer type 
with a cuff or towel to prevent cross-drafts and 
loss of the highly volatile vinyl ether. This was at- 
tempted in 1 case, with resultant cyanosis, which 
was completely relieved as soon as the towel was 
removed and the patient was permitted to have 
more air. 

The Yankauer mask, covered with six or eight 
layers of gauze, is placed over the mouth and 
nose, resting lightly on the skin of the face so 
that all inspired air is drawn through the mask 
and none around it. The anesthetic is then 
dropped at an even rate, beginning with one or 
two drops per second, different parts of the mask 
surface being moistened. At first one is likely to 
be a little timid in administering this potent drug, 
but experience with only a few cases gives con- 
vincing evidence of its safety and the ease of in- 
duction by its use. The excitement stage is 
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extremely short, and indeed is often absent. In 
no case in this series did induction require more 
than forty-five seconds, and in the majority of 
cases sufficient relaxation was obtained in thirty 
seconds. With the onset of surgical anesthesia 
most patients showed a marked rise in the res- 
piratory rate to 40 or 50, a level which was usu- 
ally maintained throughout the anesthesia. This 
stimulation of the respirations accompanied gen- 
eral muscular relaxation, and its onset could usu- 
ally be taken as an indication that sufficient drug 
had been given to permit starting the operative 
procedure. However, some patients in the series 
failed to show this marked stimulating effect, even 
though unconsciousness and muscular relaxation 
had been obtained. 


The maintenance of the anesthesia at a given 
level necessitates the continued dropping of 
vinyl ether, usually at the rate of about one drop 
per second for the older children and half this 
rate for infants. After a little experience no diffi- 
culty was encountered in continuing the anesthesia 
throughout the operation. In a few cases saliva- 
tion was quite marked, and at times it was neces- 
sary to remove the mask temporarily and wipe 
secretions away from the mouth in order to 
obtain a quiet anesthesia. However, in no pa- 
tient was the accumulation of secretions sufficient 
to block seriously the respiratory passages. Eye 
signs were entirely unreliable, and could not be 
employed as a guide to determine the depth of 
the anesthesia. There was often a rolling motion 
of the eyeballs even though the extremities and 
abdomen were sufficiently relaxed. 


Table 1. Data from Cases with Vinyl Ether Anesthesia. 


Number of patients with vinyl ether anesthesia....... 100 
Number of patients under one year of age...... ‘ 2 
Youngest patient 


Types of operation: 


Incision and drainage of abscess.......... Be 34 
Endothermy coagulation of hemangioma .. 5 19 
Urethral dilatation, retraction of foreskin, external 
meatotomy, and so forth ...... Sy 10 
Induction anesthetic only — for major operations 5 
Esophageal dilatation ....... 4 
Suture of laceration... Ra 3 
Reduction of fracture ...... 3 
3 
Average time for production of surgical anesthesia 30-45 sec 
Average recovery time from removal of mask to return 
Average amount of vinyl ether used per case............ 13 ce. 
Number of patients with morphine premedication....... 17 
Number of patients with atropine premedication........ 33 
Number of patients with postanesthetic vomiting........ 5 


*Not including 3 children with recovery times of 10, 18 and 20 min. 


After removal of the mask recovery was prompt, 
the average patient responding by talking ration- 
ally and wanting to sit up in two or three minutes. 
In only 3 cases was there a recovery period longer 
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than four minutes, these periods being ten, eight- 
een and twenty minutes, respectively. In each 
of these patients rather large amounts of the 
drug had been administered. In no case was 
there any excessive sweating, as is so often seen 
with ethyl ether anesthesia. Postanesthetic vom- 
iting occurred only five times. The impression was 
gained that vomiting may have been caused re- 
flexly by collections of saliva in the pharynx dur- 
ing the recovery period, rather than by a central 
action of the drug. 


PREMEDICATION 


In the first few cases of the series, premedica- 
tion was given with morphine and atropine. 
These were calculated for age and weight. It 
soon became evident, however, that premedication 
was not essential, and in most of the outpatient- 
department cases it was subsequently discontin- 
ued. Certainly morphine added little to the ease 
of induction and maintenance of the anesthesia. 
Atropine, however, while not necessary, dimin- 
ished the incidence of excessive salivation, so that 
it was given in cases where it was anticipated that 
the operative procedure might be somewhat pro- 
longed; it was employed in only one third of our 
cases. 

SUMMARY 


Vinyl ether (Vinethene) was employed as a 
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general anesthetic in a series of 100 infants and 
children ranging from one month to eleven years 
of age. This drug was extremely satisfactory for 
minor operative procedures, and in no case was 
there any alarming or untoward reaction accom- 
panying or following the anesthesia. The ex- 
tremely rapid induction period with this drug 
permitted full muscular relaxation in thirty or 
forty-five seconds. The period of recovery was 
likewise short, and in practically all cases the 
patient had regained consciousness in two or 
three minutes and older children were talking and 
sitting up by the end of this time. There was 
postanesthetic vomiting in only 5 cases. 

Vinyl ether can be administered in a closed gas 
machine, mixing the vaporized drug with oxy- 
gen, but since the operation in which the anesthetic 
should be employed is a short one, this method 
of administration is somewhat cumbersome. The 
drug can be given easily and quickly on an open 
mask, and when thus employed in the present 
series was always satisfactory. 

Vinyl ether appears to be the safest and most 
satisfactory general anesthetic yet produced for 
operative procedures of five or ten minutes’ dura- 
tion in infancy or childhood. The cost of the 


anesthetic is moderate, ranging from twenty-five 
to forty cents for an average case. 


THE USE OF SPECIFIC SERUMS IN THE TREATMENT OF 


PNEUMONIAS ASSOCIATED WITH PNEUMOCOCCI OF THE 


ne problem of the specific treatment of pneu- 
monias due to the less frequent or “higher” 
types of pneumococci is a difficult one to discuss 
with any degree of finality at the present time. 
This can be easily appreciated when one considers 
that it took more than a quarter of a century to 
persuade any large body of physicians to use 
specific serums in cases of Type 1 pneumonia, in 
spite of the facts that this organism caused 30 
per cent of all cases of primary lobar pneumonia 
and that an overwhelming body of experimental 
and clinical evidence supported the therapeutic 
efficacy of antipneumococcal serum in pneumonia 


due to this type. 
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“HIGHER” TYPES* 
Maxwett Fixranp, 


BOSTON 


It is best to consider the most frequent of the 
“higher” types, namely Types 5, 7 and 8, separately. 
Each of these is sufficiently prevalent so that sig- 
nificant numbers of cases may be accumulated 
within a reasonable time, enough to indicate the 


efficacy of any therapy. The data thus far avail- 
able, both at the Boston City Hospital and else- 
where, already indicate the general character of 
the results attainable and the difficulties that may 
be expected. First of all, pneumonias due to the 
“higher” types may be quite atypical both in their 
symptomatology and in the character of the pul- 
monary lesions produced. This is in sharp con- 
trast to Types 1 and 2, which are associated, ex- 
cept in rare cases, with typical lobar pneumonias. 
Thus a small percentage of cases of Type 5 pneu- 
monia are atypical, but among those due to Types 
7 and 8, particularly the latter, the disease may 
be atypical in a considerable proportion of cases. 
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The experience of all observers who have treated 
any appreciable number of cases of Type 5 pneu- 
monia has been uniformly favorable. In most 
clinics, including the Boston City Hospital, the 
results as judged by the reduction in mor- 
tality and the occurrence of rapid clinical im- 
provement have been comparable with or even 
better than those obtained in Type 1 cases. 
Experiences with Type 7 and Type 8 cases, on 
the other hand, have varied widely; most of them 
have been favorable, and the mortality in speci- 
fically treated cases has been lower than that of 
non-serum-treated cases. One may also include 
Type 14 pneumonia in infants and young chil- 
dren among those which have given favorable 
results in clinics where serum has been used ex- 
tensively. 

There are many fundamental reasons under- 
lying the differences in result, and these are in 
no way different from the circumstances pre- 
viously encountered in Type 1 and Type 2 cases. 
Most vital, perhaps, is the lack of adequate expe- 
rience; that is, the number of cases of the “higher” 
types in any one observer’s experience is too small 
to make it possible to sift out the necessary im- 
portant factors, particularly if the data in indi- 
vidual cases are incomplete. Moreover, experi- 


ence with the production and standardization of 
these serums, and as a consequence the oppor- 


tunities for obtaining accurate criteria concerning 
dosage, are extremely meager. 

In dealing with pneumococci of the “higher” 
types, the difficulties of forming sound opinions 
multiply enormously. There is great variability 
among these types with respect to their patho- 
genicity for man. Very diverse clinical pictures 
result when they produce pulmonary infections. 
It is frequently difficult to distinguish in any given 
patient the type of pneumococcus which is the 
causative agent in the disease from those which 
may be habitual or transient residents in the res- 
piratory tract without causative relation to the in- 
fection. With a number of these types even 
material obtained from lung taps, as employed in 
some clinics, is seldom helpful, since negative re- 
sults are the rule. Such material is a help in 
picking out some of the commoner types occasion- 
ally missed in the typing of sputum. These and 
the many unknown factors concerning the serums 
all contribute to the complexity of the problem. 
Perhaps the only redeeming feature in this respect 
has been the recent introduction of the use of 
rabbit serums, which are making available potent 
antibodies against most of the types. These prod- 
ucts and the development of methods for their 
standardization may help to solve some of the 
problems. 
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What should be our present attitude? In the 
first place, every effort should be made to acquire 
the necessary basic information with regard to the 
frequency of the various types in pneumonia, the 
bacteremic incidence, the death rates among the 
various types of pneumonia and the occurrence of 
the same types of pneumococcus in the respiratory 
tract under other conditions. For this purpose 
the present resources may be utilized with only 
minor expansion. Our state laboratory and sev- 
eral other clinical and bacteriological laboratories 
are equipped to carry out complete typing of all 
pneumococci. It is highly desirable that all, or 
at least most, laboratories offering typing service 
be equipped to do likewise. The benefits from 
such a system accrue to all cases, particularly those 
actually caused by the more frequent and so-called 
“treatable” types. Errors, and particularly fail- 
ures, in typing are much less likely to occur if 
it is required to ascertain the type of pneumo- 
coccus in a positive manner, rather than to report 
negative results when characteristic pneumococci 
are seen in a specimen and no reaction occurs 
with the four or five serums at hand. The work 
and expense entailed may be somewhat more than 
doubled (group serums are used first, and then 
the types within the positive group), but this is 
more than offset by the satisfaction of obtaining 
positive results on which to base a plan of action. 
To be sure, one may decide only to obtain another 
specimen and determine whether the “higher” 
type predominates, or whether another type is 
also present which can be identified. Frequently 
one of the commoner types is found, and may 
even predominate in the second specimen, par- 
ticularly if better sputum is available. If this is 
the case, specific treatment is directed against the 
frequent type, since it is much more likely to be 
the causative organism. 

The same argument applies, but with consid- 
erably greater force, to the advisability of using 
mouse inoculation* to supplement direct typing 
whenever adequate numbers of pneumococci of 
the commoner types are not seen with the latter 
method. Examination of the peritoneal exudate of 
the mouse by the Neufeld method from three to 
six hours after the inoculation of such sputum 
or of the early growth from a throat culture will 
yield a homogeneous suspension of pneumococci 
with little extraneous material; this considerably 
diminishes the chances for errors and omissions. 


Positive results of blood cultures are of the 
greatest help. Physicians have been repeatedly 
and urgently recommended to take frequent 
*The Massachusetts Department of Public Health is Fequiring laboratories 


approved for typing pneumococci to use either mouse inoculation or a satis- 
factory culture method to supplement direct Neufeld typing. 
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blood cultures during the acute stage of pneu- 
monia. The results of such cultures are the best 
available guides to proper diagnosis and prog- 
nosis and the conduct of serum therapy, and serve 
as the best safeguard for the interpretation of the 
results of the typing of sputum. In any patient 
with pneumonia, the discovery in the blood cul- 
ture of a growth of pneumococci which are iden- 
tified with any of the “higher” types is the best 
available indication for specific treatment, pro- 
vided serum for that type can be obtained. The 
probable mortality in bacteremic cases is extreme- 
ly high without serum, and specific antibody offers 
perhaps the best hope of obtaining a cure. 

In cases with sterile blood cultures, or before the 
results are available, it is best to consider all the 
facts at hand. The severity of the disease, the age 
of the patient, the character of the material from 
which the sputum was obtained, the number of 
organisms of that type seen and the relative num- 
ber and character of other organisms present (as 
seen in the Neufeld preparation and in a gram- 
stained smear) will all influence the decision. If an 
infrequent type, or a common mouth inhabitant, 
such as Type 3 or Type 6, is obtained in small num- 
bers from a poor specimen, or if other organisms 
predominate, it is best to obtain a second and bet- 
ter specimen in order to ascertain the relative 
numbers of the pneumococcus in question. At 
times, if part of the same specimen is sent to a 
second laboratory, it may be discovered that a 
common type was missed owing to errors in tech- 
nic or interpretation or to deterioration of the 
typing serum. In acutely sick patients with good 
sputum raised from the bronchi, particularly if it 
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is rusty, the discovery of a given type as the only 
or definitely predominating organism is adequate 
indication for specific serum, and its proper em- 
ployment will probably increase the chances of 
rapid recovery. 

Further experience may reveal that certain of 
the types are more regularly and intimately re- 
lated to pneumonia than are others. Already it ap- 
pears that a greater proportion of Types 4, 12 and 
18 pneumococci, for example, are causative agents 
in pneumonia than are those of Types 6, 10, 20 and 
types “higher” than Type 20. This is only relatively 
true, however, since probably every type may 
cause severe and even fatal pneumonia under the 
proper circumstances or in a particular individual. 

What has been said refers to the employment 
of specific serums. As for the use of the newer 
chemotherapeutic agents, their field of usefulness 
has not been thoroughly explored. There are so 
many difficulties and even dangers associated with 
their use, and the data concerning the exact limits 
of their value are so inadequate, that one is justi- 
fied in refraining from utilizing them in cases of 
pneumonia except under ideally controlled con- 
ditions. Exact clinical and bacteriological studies, 
including blood cultures, and the complete typing 
of pneumococci and even cultures of sputums, 
should be made in order to be able to define the 
merit of such agents or to detect the conditions 
under which they fail, and in order to be prepared 
to cope with such conditions. Such data, obtained 
at the earliest moment, will place the physician in 
a position to use specific serum as soon as it be- 
comes apparent that the patient is not responding 
to or cannot tolerate the chemotherapeutic agent. 
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ECENT studies in gastroenterology have been 

directed toward obtaining evidence of the cor- 
relation between the various parts of the nervous 
system and the digestive tract, or of a similar in- 
fluence of the endocrine system on the processes 
of digestion. Little new has been added, however, 
that warrants comment in the present review. Cer- 
tainly, animal experiments to date indicate that 
injuries in the brain may produce physiologic or 
anatomic changes in the stomach or intestines. The 
clinical observations of Opper and Zimmerman’ 
on esophageal, gastric or duodenal lesions in as- 
sociation with cerebral disease would seem to add 
suggestive confirmatory evidence to such a point 
of view. Further studies are needed, however, 
before a sat.sfactory understanding is obtained of 
the close relation between cerebral or emotional 
disturbances and gastrointestinal activity. 


Mention should be made of the work of Sand- 
weiss and his associates,” who carried out observa- 
tions on the effect of the injection of anterior- 
pituitary-like hormone (Antuitrin-S) on the heal- 
ing of ulcers in Mann-Williamson dogs. The work 
was inspired by the clinical observation that preg- 
nancy appears to have a beneficial effect on pep- 
tic ulcer. Most of the animals treated with the 
gonadotropic substance failed at autopsy to show 
evidence of ulcers, or else showed microscopic evi- 
dence of healing if an ulcer had formed. The 
authors conclude rather cautiously that the injec- 
tion of large amounts of the gonadotropic hor- 
mone may have been responsible for the favorable 
results. Such studies are of extreme importance, 
and it is to be hoped that proof may be forth- 
coming that the activity of the digestive tract may 
be controlled, under proper conditions, through 
specific hormonal therapy. 


Investigations on the physiology of the small 
bowel have been continued by Abbott, Karr and 
Miller,” Groen* and others, but at the present time 
these are still principally of academic interest. That 
they will contribute knowledge of extreme prac- 
tical importance is hardly to be questioned, but for 
the purposes of this review, they are alluded to 
merely to point out that continued and important 
progress is being made in this field of physiology. 


*Assistant professor of medicine, Harvard Medical School; physician, 
Massachusetts General Hospital. 
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DISEASES OF THE ESOPHAGUS 


Clinical consideration of the esophagus has been 
largely limited to a renewed interest in the sur- 
gical treatment of esophageal carcinoma. In the 
past three years, seventeen successful resections of 
the thoracic esophagus have been performed for 
cancer, and the report of Adams and his collab- 
orators’ is of interest in this regard. They at- 
tacked the problem experimentally and attempted 
to develop a surgical method consistent with a rea- 
sonable prospect of success. Resection of as much 
as 10 cm. of the thoracic esophagus with gastro- 
esophagostomy was successfully performed in more 
than half of thirteen experimental animals. The 
high degree of success attending their operations 
on dogs determined the authors to attempt a simi- 
lar procedure in a patient. Operation was suc- 
cessfully performed, and the patient had an entirely 
uneventful convalescence. Garlock® also has re- 
ported three successful operations of a similar na- 
ture. These results are important in that they may 
eventually lead to a relatively safe standardized 
procedure that may be applied to what is usually 
considered to be an inoperable condition. 


PEPTIC ULCER 


The literature on peptic ulcer is voluminous and 
consists mainly in clinical reports and discussions 
of various therapeutic measures, but it is still ob- 
vious that an entirely satisfactory method of treat- 
ment remains to be found. One important paper 
is that of Crohn and Shwartzman,’ who present 
an interesting study on ulcer recurrences associated 
with infections of the upper respiratory tract. The 
authors propose that the Shwartzman phenomenon 
is Operative in such recurrences and believe that a 
state of reactivity is set up in patients with ulcer 
by secondary bacterial invaders. Several e&amples 
of ulcer recurrence, especially with hemorrhage, 
are cited in association with j terqurrent infection 
of the respiratory tract. Adthough this clinical ob- 
servation is not newg the authors are wise in call- 
ing attentioti- to of the underlying 
mechanism arid to the necessity for special care in 
the treatment of patients with ulcer during such 
infections. Other clinical observations of some im- 
portance are those of Mixter* and Jones,°® who re- 
port cases of ulcer of the posterior wall of the duo- 
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denum in which pain in the back was the sole or 
predominating symptom. These cases are of espe- 
cial interest inasmuch as they are usually seen as 
orthopedic or neurological problems until some 
complication, such as hematemesis, makes it ap- 
parent that an ulcer exists. 


Modifications in the treatment of ulcers fall un- 
der two headings — medical and surgical. Of the 
former, the majority, as usual, are concerned with 
the employment of measures directed toward re- 
ducing gastric acidity. The use of aluminum hy- 
droxide gel has been reviewed by Emery and 
Rutherford’® and Beazell, Schmidt and _ Ivy,” 
among others. The former, in using this prepara- 
tion, have found that the symptoms of ulcer ap- 
pear to be readily relieved by its administration, 
without any interference with the acid-base bal- 
ance. There appears to be slight absorption from 
the gastrointestinal tract, but undoubtedly this 


preparation avoids all danger of producing alkalo- 


sis. They at first employed the drip method sug- 
gested by Woldman, but subsequently found that 
the oral administration of the drug was efficacious. 
This is of some importance inasmuch as it simpli- 
fies the entire procedure for the average patient, 
and it is quite probable that the drip method of 
treating ulcer should be limited to those patients 
who fail to respond to ordinary measures. Ivy 
and his associates were unable to produce evidence 
that aluminum hydroxide interfered with absorp- 
tion in the gastrointestinal tract. 


Further reports on the use of magnesium trisili- 
cate by Tidmarsh and Baxter’ indicate that it is 
a useful preparation which aims at neutralizing or 
absorbing gastric acidity without altering the pH 
of the blood. These authors added atropine and 
phenobarbital to the magnesium trisilicate and 
found the preparation of value in that it brought 
about restful nights, lack of apprehension and nor- 
mal intestinal function. An ingenious combination 
of dried milk and calcium carbonate has been 
devised by Wosika**® and consists in compressed 
tablets, combining the advantages of milk feed- 
ings and the use of alkali. The chief asset of the 
preparation is its small bulk, which makes it pos- 
sible for the patient to carry the tablets in his 
pocket. 

Several attempts have been made to control 
the symptoms of ulcer by the use of bile or bile 
acids, with varying success. The best recent esti- 
mate of this form of therapy is that of Emery 
and Schnitker,"* who treated a group of 40 pa- 
tients with desiccated ox bile over periods of two 
years. The basis of such treatment lies in the 
fact that the diversion of bile from the duodenum 
in animals is an important detail in the experi- 
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mental production of ulcer. In the group of pa- 
tients that were treated with adequate doses of ox 
bile, a satisfactory relief of symptoms occurred in 
approximately half the cases, a proportion that is 
not much better than that of spontaneous cures, 
as the authors aptly remark. They also conclude 
that the results seem to rule out disturbances in 
biliary secretion as a cause of peptic ulcer in man. 
The above measures, in reality, represent no radi- 
cal departure from accepted methods of treat- 
ment, but differ only in the details of attempting 
to reduce gastric acidity by medicinal preparations. 


In view of the publicity in the lay press attached 
to the treatment of ulcer with posterior pituitary 
extract, as reported by Metz and Lackey,’® it is 
important to comment on their work. Several in- 
vestigations have been carried out since the original 
studies by Hess in 1920 on the influence of hypo- 
physial extract on gastric secretion, and a pre- 
liminary report on the use of posterior pituitary 
extract in the treatment of ulcer was presented by 
Metz and Lackey*® in 1937. In the recent report, 
observations were made on 28 individuals suffer- 
ing from peptic ulcer. Complete symptomatic re- 
lief was obtained in 24 patients within three weeks 
following the administration of a fresh preparation 
of the posterior pituitary gland, administered hypo- 
dermically, orally or intranasally. The latter route 
was preferred because of the absence of undesirable 
side-effects and because of the more certain utiliza- 
tion of the drug. The authors advance the hy- 
pothesis that many patients with peptic ulcer ex- 
hibit symptoms of pituitary deficiency, an assump- 
tion based largely on the fact that 15 of their 
patients had definite polyuria and nocturia which 
responded more or less successfully to the treat- 
ment. They further state: “Recurrences of ulcer 
healed under pituitary administration are to be 
expected, since this therapeutic agent probably re- 
lieves temporarily a deficiency.” As further sup- 
port of their theory, they report that they were 
able to confirm the findings of Dodds and others 
to the effect that pituitrin increases the secretion 
of gastric juice in dogs following stimulation with 
histamine. The subjective relief of the symptoms 
of ulcer by the intranasal insufflation of posterior 
pituitary extract would thus seem to add another 
method to our armamentarium. One is forced to 
recall the fact, however, that almost any striking 
method of treatment of peptic ulcer has always 
been associated with transient benefit. In this re- 
spect, it is important to recall the experiments of 
Sandweiss and others on the parenteral injection 
of histidine, during which it was found that con- 
trol patients treated with sterile solutions of physi- 
ological saline were benefited as readily as those 
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who were treated with the drug. It is still too 
early to evaluate the results of such medication 
as that reported by Metz and Lackey, but at present 
one should be content to regard this latest addition 
to the treatment of ulcer as an interesting attempt 
to correlate certain known physiological facts with 
the manifestations of a chronic disease. 


The question of surgical measures in relation to 
peptic ulcer and its complications still raises many 
controversial points of view. It is obvious that the 
ideal operation applicable to the ulcer patient is 
still a matter of individual opinion, which ranges 
between rather wide extremes. For the most part, 
surgeons lean toward a conservative type of surgery 
in the treatment of perforated ulcer, although many 
Continental surgeons advocate subtotal gastrectomy 
as the method of choice. A similar divergence of 
opinion exists in a consideration of the immediate 
treatment in cases with massive hemorrhage from 
ulcer. Not only is there no unanimity of opinion 
regarding surgical intervention, but even in those 
cases in which surgery seems to be indicated there is 
a wide discrepancy between those advocating rela- 
tively simple surgery and those demanding sub- 
total removal of the stomach as the only logical 
procedure. In this country, for the most part, 
the conservative measures seem to be more favor- 
ably considered than are the extreme ones. Refer- 
ence to various articles that have appeared during 
the year does little to clear up the confusion aris- 
ing from these divergent views, but it is worth 
while to suggest the soundness of the opinion ex- 
pressed by Cutler,"” who comments on the type 
of operation to be employed in cases where surgery 
is indicated. In a review of the surgically treated 
patients at the Roosevelt Hospital between the 
years 1934 and 1937, he states that the following 
guiding principles in the choice of operation have 
been evolved: (1) the operation must be of such 
a nature that the particular patient can tolerate 
and survive it; (2) not only should it aim at the 
alleviation of symptoms, but it should give free- 
dom from the likelihood of complications, both 
early and late; and (3) the ideal operation having 
been determined, it should be abandoned if the 
lesion found so indicates. One might add as a 
fourth desideratum that in deciding for or against 
surgery in such patients, the final conclusion should 
rest on a balancing of risks, namely the risk of 
operation as opposed to the risk of a continuation 
of non-surgical measures. 


A renewed interest in the optimal treatment 
for the ulcer patient suffering from massive hem- 
orrhage can be observed in the literature for the 
last two years, and as indicated above, there is a 
wide divergence of opinion as to therapeutic 
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measures. There can be little doubt, however, 
that the experience of most observers warrants one 
in assuming that the patient should be treated by 
careful medical measures except on rare occa- 
sions. Certainly in the group of patients under 
fifty years of age, conservative measures are in- 
dicated, and the application of detailed treatment 
similar to that advocated by Meulengracht usu- 
ally gives good results. There is no doubt that 
we have definitely withdrawn from a policy of 
withholding food from a patient with a bleeding 
ulcer, although it still may be wise to accept Meu- 
lengracht’s very liberal regime with some reser- 
vations. There is also no doubt, however, that 
occasionally in the younger group and certainly 
among those patients over the age of fifty, surgical 
measures must be resorted to in order to save 
the lives of individual patients. It should be a 
matter of routine for both the physician and the 
surgeon to see patients suffering from massive 
hemorrhage, in order to arrive at an early and 
correct decision in individual cases. Two excel- 
lent epitomes"* of this somewhat troublesome prob- 
lem are well worth reading. In the final analysis, 
no routine procedure will constitute a satisfac- 
tory approach in every case, but in each instance 
it should be a matter for individual decision. 

Another point that has received much attention 
is the question of vitamin C deficiency in the dis- 
ease under discussion. Without reference to 
specific articles, it is sufficient to comment on the 
fact that, according to present standards, vitamin 
C deficiency is the rule rather than the exception 
in patients with ulcer. It is in no way specific 
of the disease, but is common in many cases 
where dietary limitation or emaciation exists. As 
yet there is no evidence that vitamin C lack has 
any absolute etiologic importance in the causation 
of the disease, nor has any proof been brought 
forward up to the present time that the adminis- 
tration of vitamin C is of other than general im- 
portance in patients with ulcer. The particular 
exception to this statement may be found in 
the suggestion that in patients requiring surgi- 
cal procedures, vitamin C lack should be treated 
adequately in order to provide for proper healing 
and an uneventful convalescence. 

Any consideration of the problem of ulcer 
should include a comment on the complication of 
perforation. Although the idea is not in any 
way new, an interesting diagnostic comment is 
found in the studies by Paine and Rigler,’® who 
made observations on 13 patients incidental to the 
production of diagnostic pneumoperitoneum. They 
demonstrated on these patients, as well as on 5 
cadavers, that at times as small a quantity of 
gas as 5 cc. could be demonstrated roentgenologi- 
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cally in the right subphrenic space. In nearly one 
fifth of a series of 38 cases of perforation of the 
stomach or duodenum, free gas was observed by 
this method, and the suggestion of the authors 
that in doubtful cases a careful search for small, 
localized collections of gas under the diaphragm 
may be of real diagnostic value is a very perti- 
nent one. 


DISEASES OF THE ILEUM 


An interesting clinical report on disease of the 
small bowel is found in an article by Wolpaw,”° 
in which he describes 3 cases of ulcerative hyper- 
plastic tuberculosis of the small intestine. Al- 
though this is occasionally a cause of intestinal 
obstruction, its rarity, together with the fact that, 
as a rule, it exists without any evidence of active 
pulmonary disease, makes the report of impor- 
tance. This is particularly so because a reasonably 
early diagnosis of the condition may frequently 
be accompanied by successful surgical removal 
of the local lesion. Charr and Cohen”! determined 
the incidence of intestinal tuberculosis in necropsy 
studies of patients dying from tuberculous anthra- 
cosilicosis and in those who died of pulmonary 
tuberculosis without anthracotic involvement. The 
incidence of intestinal tuberculosis was approxi- 
mately 50 per cent among the latter, whereas it 
occurred in only 20 per cent of the former. A re- 
view of the therapeutic aspects of the treatment of 
intestinal peritoneal tuberculosis is presented by 
Mayer and Dworkin,’ who point out the excel- 
lent results frequently obtained by the cautious 
use of x-ray therapy and the enthusiastic use of 
ultraviolet therapy. 

The frequent appearance of clinical articles on 
regional ileitis does little to clarify the situation 
so far as therapeusis is concerned. The clinical 
aspects of the condition are now fairly well rec- 
ognized by the profession, and the increasing ac- 
curacy of x-ray visualization of the small bowel 
has contributed appreciably to diagnosis. The 
clinical variations in the course of the disease are 
becoming somewhat clearer, although at times one 
is led to wonder whether enough attention has 
been paid to the cyclic changes which are almost 
as typical of this condition as they are of idiopathic 
ulcerative colitis. To date, studies as to the etiology 
of the disease have been inconclusive. So far as 
the literature is concerned, surgical treatment has 
occupied the place of importance, and radical re- 
section of the involved areas of the bowel is still 
the chosen method of many who are interested 
in the problem. Because of the suggestive clin- 
ical and experimental evidence that the disease 
originates in the mesenteric lymphatics, Mixter 
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and Starr* believe that the successful results fol- 
lowing resection of the affected ileum depend pri- 
marily on a wide excision of the involved mesen- 
tery and its lymph nodes. They also think that 
failure to carry out this type of excision may bear 
a definite relation to the recurrences frequently 
observed after surgical treatment. A more con- 
servative point of view is expressed by Kross,”* 
who briefly reviews the results in 3 cases. In 
one case, only the appendix was removed, the 
diseased bowel being left undisturbed; in the 
second, treatment consisted of an enterostomy; 
and in the third, a side-tracking colostomy was 
performed. These cases had no recurrences dur- 
ing periods of five and a half, four and _three- 
quarters and one and a quarter years respective- 
ly. In the opinion of the reviewer, there is 
still room for grave doubt as to the efficacy and, 
frequently, as to the wisdom of surgical pro- 
cedures in this disease, except for specific indica- 
tions such as obstruction, fistula formation, and 
the like. There is little doubt that intensive gen- 
eral medical care in many instances comprises the 
only method necessary for restoration to compara- 
tively complete health. At the present time too 
few cases have been followed over sufficiently 
long periods of time to warrant any conclusive 
opinions as to the value of either medical or surgi- 
cal procedures. 

The question of the amount of small bowel that 
can be safely resected is particularly pertinent to 
the subject of ileitis, and since the end of the 
nineteenth century various studies have appeared 
on food absorption in patients with portions of 
the bowel removed. West and his associates” 
present such a report, with studies on digestion 
and absorption in a man with but 90 cm. of small 
intestine. This patient had had five resections of 
the small bowel performed over a period of eleven 
years, with less than 30 cm. of jejunum remaining. 
At exploration, several months prior to the met- 
abolic studies, the remaining small bowel was 
found to be dilated and hypertrophied almost to 
the size of the normal large intestine. It was 
found that under the existing conditions about 25 
per cent of the ingested protein and 45 per cent 
of the fat were lost in the feces, representing 
roughly 25 per cent of the calorific value of the 
ingested food. Practically all the carbohydrate in 
the diet was absorbed and utilized. A high- 
calcium and viosterol intake was necessary in 
order to keep the man in a positive calcium bal- 
ance, and with what was apparently only about 
one sixth of the small bowel remaining, a fairly 
satisfactory existence was possible. Fat absorption 
appears to be the chief factor necessitating any- 
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thing like the normal length of small bowel. The 
regulation of diet in this case may well be utilized 
as a guide to the dietary treatment of similar 
conditions. 


APPENDICITIS 


A survey of the literature for the year reveals 
an unusually large number of articles dealing with 
the subject of appendicitis. Renewed interest in 
this subject is obviously of importance in view 
of the general feeling that mortality from this 
disease is still unnecessarily high. The diagnostic 
and therapeutic aspects of the problem have been 
stressed. Flannery,”° for example, after a study of 
the records of 440 cases, emphasizes two well-known 
but important points: the increased mortality fol- 
lowing the administration of catharsis for acute 
abdominal symptoms; and the importance of de- 
ferring operation in those patients where a diffuse 
peritonitis is suspected. Collins,” in a review of 
over 3000 consecutive appendectomies, encountered 
751 instances (25 per cent) of acute retrocecal ap- 
pendicitis. He points out the difficulties of this 
diagnosis and again emphasizes the dangers attend- 
ing the administration of laxatives. Of some in- 
terest is his discussion of the variation in the locali- 
zation of pain experienced by various patients in 
this large group. One hundred and thirty-seven 
patients complained of epigastric or right hypo- 
chondriacal pain, without any localization at Mc- 
Burney’s point; 214 complained of right lumbar 
pain; 88 experienced pain in the right shoulder; 
and 107 had severe pain in the upper part of the 
abdomen which continued for over six hours. Only 
142 patients presented the clinical signs of acute 
appendicitis. Correct preoperative diagnoses were 
made in only two thirds of the cases. 

Bower and his associates** analyzed the causes 
of death in acute appendicitis and estimated that 
92 per cent were due to peritonitis. Almost 90 
per cent of those admitted to the hospital with 
spreading peritonitis had received one or more 
doses of laxatives. The mortality of the group 
was 115 per cent higher than that of the group 
who had not received aperients. The article is 
extremely critical in its survey of the treatment 
of the symptoms of those patients presenting localiz- 
ing or spreading peritonitis. 

The numerical importance of appendicitis among 
college students has received attention in recent 
years, and an illuminating article is that of Schmidt 
and Joachim,*? who reported on 1303 cases of ap- 
pendicitis encountered in students at the University 
of Wisconsin. Von Mikulicz-Radecki*® investi- 
gated the relation between appendicitis and female 
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sterility. He considers that appendicitis is the 
cause of sterility in every seventh case and that 
it takes the third place among all the causes of this 
condition. He advisedly warns surgeons against 
drainage of Douglas’s pouch and also against in- 
tervention in the uterine adnexa in the course of 
appendectomies. Lawen*’ discusses in rather in- 
teresting fashion the relation between what he 
termed in 1914 “fibroplastic appendicitis” and ter- 
minal or regional ileitis. Although the discussion 
involves rather arbitrarily the classification of va- 
rious clinical and pathologic pictures, the article 
is of importance in that it calls attention to the 
not infrequently incorrect diagnosis of appendicitis 
in the presence of ileitis. 


The question of the chronic appendix continues 
to receive consideration, but little if anything new 
of importance has been presented. An undoubted- 
ly correct point of view is that of Swalm and 
Morrison,** who plead for a conservative attitude 
toward appendectomy for chronic appendicitis. 
They stress particularly the frequency with which 
this condition is incorrectly diagnosed in the 
presence of a spastic, irritable or unstable colon. 
Reference should also be made to a_thought- 
ful study by Shelley*® of 881 cases of “chronic 
appendicitis.” Shelley believes that he has ade- 
quate evidence that such a clinical entity exists, 
but emphasizes the extreme importance that should 
be attached to a definite localization of physi- 
cal findings and to the nature and frequency of 
attacks. Although presenting an obviously sur- 
gical point of view, the author is extremely careful 
to insist on the utmost diagnostic care in ruling 
out other conditions simulating appendicitis. The 
article is well worthy of careful perusal. 


INTESTINAL OBSTRUCTION 


Intestinal obstruction continues to be of interest 
from the point of view of investigation and treat- 
ment. Numerous contributions on the use of 
Wangensteen decompression or drainage by the 
Abbott-Miller tube are of interest but present 
little that is new. Proponents of these methods 
frequently stress the value of such procedures with- 
out calling attention to the difficulties attending 
their use. 


Although there is little, if anything, new re- 
garding x-ray diagnosis of complete or partial 
intestinal obstruction, the importance of this diag- 
nostic procedure is very properly emphasized by 
Solis-Cohen and Levine.** They stress the extreme 
diagnostic importance of flat or survey films of 
the abdomen in the early stages of acute intestinal 
obstruction and the need for examining patients 
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in the prone, supine and upright positions. With 
other roentgenologists, they agree that the absence 
of a step-ladder appearance does not rule out an 
ileus and indicate that they consider the appear- 
ance of trapped gas and hairpin turns as among 
the earliest signs of acute intestinal obstruction. 
Although it is true that there may be an over- 
emphasis on such diagnostic procedures to the detri- 
ment of an ordinary careful physical examination, 
it is equally true that many physicians are still 
unaware of the diagnostic help that can be obtained 
from the roentgenologist in this serious condition. 
Excellent illustrations accompany the article. 


The diagnosis and treatment of intussusception 
by non-surgical means has received considerable 
attention. Bjorkroth*® stresses the diagnostic as 
well as the therapeutic value of the opaque enema. 
In recent years the good results obtained by 
manipulative and surgical means are due to early 
diagnosis. The partial disinvagination brought 
about by an opaque enema makes subsequent sur- 
gical correction easier. Povlsen,** in reporting on 
a case of intestinal invagination, also emphasizes 
the therapeutic value of long-continued high 
enemas, with bloodless reposition of the bowel 
under roentgen control. A similar report, given 
in somewhat more detail, is that of Orfila and his 
collaborators.” These authors report the suc- 
cessful treatment of 10 cases of intussusception oc- 
curring in infants and children ranging from three 
months to four years in age. Under barium 
enemas, usually given without anesthesia, and 
under roentgen control, disinvagination gener- 
ally took place, as evidenced by the passage of 
barium into the ileum. All types of intussuscep- 
tion in the ileum may be reduced by barium 
enema and roentgen control, the only contra- 
indication being that of a late diagnosis. 


ULCERATIVE COLITIS 


The subject of ulcerative colitis, as usual, has 
received a good deal of attention. It is becoming 
apparent that the nature and history of the disease 
are more clearly understood than they were in 
recent years. Its etiology is still unknown, al- 
though various workers have attempted to find 
the causative organism. There is nearly com- 
plete agreement that the diplostreptococcus of 
Bargen is at best a secondary invader, and at- 
tempts to prove that Shigella dysenteriae is a re- 
sponsible agent are still far from convincing. A 
very excellent symposium on the entire subject was 
presented by Mackie,** T. E. Jones*® and Willard 
and his associates.*° In these three articles the 
question of therapy is well covered from the points 
of view of both the medical and the surgical ap- 
proaches. A perusal of the three papers and the 
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discussions in this symposium will be of real value 
to anyone interested in this disease—a malady 
which presents one of the most difficult therapeutic 
problems of the day. The conclusions in Mackie’s 
paper may well be quoted: 


Chronic ulcerative colitis appears to be the complex 
expression of the interaction of several different factors. 
The disease exhibits an inherent tendency to progres- 
sion and relapse. Although the prognosis under medi- 
cal management is good in the pathologically mild and 
moderately advanced case, the term “apparently ar- 
rested” should be substituted for “cured.” Prolonged 
joint medical and surgical observation is essential for 
the pathologically advanced case. Combined medical 
and radical surgical treatment offers the best prognosis 
for many of the pathologically advanced cases. 


Jones comments on the extremely bad prognosis 
in the so-called fulminating form of the disease, 
a type that usually can be recognized by the curi- 
ous velvety, diffusely oozing appearance of the 
rectum and rectosigmoid by sigmoidoscopy. Such 
cases, as a rule, respond very badly to either med- 
ical or surgical measures. Among other impor- 
tant points in the paper by Willard and his col- 
laborators, attention is called to the fact that the 
extent of x-ray involvement does not constitute 
a reliable prognostic sign. One cannot escape the 
conviction that ileostomy and colectomy are the 
only surgical procedures of choice in an im- 
portant group of patients suffering from ulcera- 
tive colitis. The reviewer would like to point 
out the absolute necessity for a very close cor- 
relation between medical and surgical management 
in these patients, who present all the extreme man- 
ifestations of deficiency disease and chronic in- 
fection. 


One point of therapeutic interest is the appear- 
ance of articles on the use of sulfanilamide or 
sulfanilamide derivatives. With the widespread 
use of these preparations, it was to be expected 
that a chronic disease of the clinical importance 
of ulcerative colitis would before long have been 
treated by sulfanilamide medication. The use of 
Neo-prontosil (di-methyl-di-sulfanilamide) on 12 
cases of ulcerative colitis is made the basis of a pre- 
liminary report by Bannick and his associates*’ 
from the Mayo Clinic. Apparently in the milder 
cases there was a prompt subsidence of symptoms 
following the use of the drug, which suggested that 
it had been responsible for the clinical improvement. 
The authors recognize, however, the characteristic 
occurrence of spontaneous remissions and are ex- 
tremely cautious in drawing any conclusions. They 
suggest that the drug may be useful in mild cases 
and that it may help bring about improvement in 
the underlying condition. Further studies with 
this particular therapeutic agent will be of extreme 
interest. 
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AVITAMINOSIS 


The relation between avitaminosis and disorders 
of the digestive tract continues to attract wide- 
spread interest, and numerous articles have ap- 
peared dealing with various phases of this sub- 
ject. The relation of vitamin C deficiency to 
peptic ulcer and other disorders has already been 
commented upon. Two authoritative articles by 
Cowsgill**® should be read by all interested in the 
treatment of patients who are apparently suffering 
from lack of vitamin Bi. In these articles Cow- 
gill discusses the requirements of the normal adult 
and child, mother and infant, and pays particu- 
lar attention to the loss of vitamin Bi through ex- 
cretory channels. This last consideration is of 
extreme importance from the point of view of 
the widespread therapeutic use of crystalline vita- 
min Bi. Not only is there an appreciable loss 
of this substance in the presence of pronounced 
diuresis, but also as a result of diarrhea. In pa- 
tients suffering from diarrhea, evidence of the 
lack of this vitamin is frequently noted, and 
Cowgill’s suggestion that the adequate adminis- 
tration of vitamin B: can be obtained only by 
parenteral use is timely and important. 


Further observations on the value of nicotinic 
acid have appeared during the year. Of these, 
the most important are those of Spies and his 
collaborators,** together with a similar article by 
Matthews.** All these observers agree as to the 
remarkable efficacy of nicotinic acid in the treat- 
ment of pellagrous glossitis, stomatitis, vaginitis, 
urethritis and proctitis. Its effect seems to be 
more marked on these conditions than on the 
neurologic symptoms of the disease. Vilter, Bean 
and Spies, in one of the articles cited above, at- 
tempted to substitute dimethyl dinicotinic or dini- 
cotinic acid for the original preparation in severely 
ill pellagrins. The physiologic response to these 
drugs was quite different, in that the flushing reac- 
tion and a rising cutaneous temperature did not oc- 
cur, but these two drugs had only a partially bene- 
ficial effect on the symptoms of pellagra, and the 
authors believe that neither should be utilized as a 
substitute for nicotinic acid. They also stress the 
fact that protein deficiency in pellagra is of more 
importance than is currently supposed. 


GASTROSCOPY 


The most important addition to our methods 
for the diagnosis of disease of the stomach — gas- 
troscopy —has been thoroughly reviewed during 
the past year. Few, if any, new observations have 
been added to the large number already made by 
Schindler, Benedict and numerous others. A com- 
prehensive summary of the entire subject, com- 


GASTROENTEROLOGY — JONES 


345 


menting on the role of gastroscopy in the recogni- 
tion and identification of lesions, has recently been 
presented by Schindler*® and constitutes an authori- 
tative article for those interested in this extremely 
important subject. There is little doubt that this 
procedure has already made possible careful studies 
of gastritis, a condition that for some time has 
been misunderstood and improperly diagnosed. 
The causes of previously unexplained hemorrhage 
from the stomach can undoubtedly be visualized by 
the use of the gastroscope, and with the accumula- 
tion of sufficient observations on normal and ab- 
normal stomachs, the relation between various 
forms of gastric irritation and gastric symptoms 
will become much more clear. That gastroscopy 
will ever prove the final arbiter in a differential 
diagnosis between benign and malignant lesions 
of the stomach in difficult cases is to be greatly 
doubted. 
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CASE 25081 
PRESENTATION OF CASE 


First Admission. A sixty-year-old married, 
American railroad inspector was admitted com- 
plaining of nausea, vomiting and weakness of 
three hours’ duration. 


On the afternoon of entry the patient had a 
very sudden onset of weakness and faintness fol- 
lowed by nausea and vomiting. The vomitus 
consisted of recently eaten food. He had had 
such attacks occasionally since childhood. During 
the past two years he had been having attacks of 
palpitation and weakness with substernal pressure, 
relieved by lying down. One year before admis- 
sion a consultant advised digitalis, which was 
used for a while and stopped because no evidence 
of cardiovascular disease, other than arteriosclero- 
sis, could be found by the patient’s physician. He 
soon began to feel under par and resumed the 
use of digitalis. There was never edema or any 
other sign of cardiac decompensation. 

His ‘father had died at fifty-seven of Bright’s 
disease. One brother had had a “shock” ten years 
previously, after which he remained paralyzed. 
His past and family histories were otherwise non- 
contributory. 

Physical examination showed a large, slightly 
cyanotic, restless man. The heart was not en- 
larged. There was a moderately sharp first sound, 
and a systolic murmur at the apex which oblit- 
erated the second sound. A diastolic murmur 
was heard at the base, most marked to the left 
of the sternum. There was an occasional dropped 
beat. The blood pressure was 80 systolic, 60 
diastolic. The remainder of the physical exam- 
ination was essentially negative. 

The temperature was 100°F., the pulse 90, and 
the respirations 20. 

The urine examination showed a green test with 
Benedict’s solution, a positive diacetic acid test, a 
negative acetone test, and 2 io 4 white cells and 
many hyaline casts per high-power field. The 
blood showed a red-cell count of 5,400,000 and a 
white-cell count of 11,200. A blood Hinton test 
was negative. The fasting blood sugar was 111 
mg. per cent. An electrocardiogram showed a 
normal rhythm, a rate of 70, diphasic T waves in 
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all leads, a slurred QRS and left-axis deviation. 
X-ray films showed a small diverticulum on the 
left side of the lower end of the esophagus, just 
above the hiatus. The remainder of the gastro- 
intestinal series and a barium-enema examination 
were negative. The kidney outlines appeared nor- 
mal. 


The patient’s blood pressure returned to 125 
systolic, 75 diastolic, on the second hospital day. 
A second-stage gastric diet, tincture of belladonna, 
phenobarbital and Amytal were prescribed and 
the patient rapidly improved. He was discharged 
on the eighth hospital day. 


Final Admission (four years and eight months 
later). About a year before readmission the pa- 
tient began to lose weight. Four months later he 
was advised to stop work because of shortness of 
breath, loss of energy and malaise. Six months 
before entry he had gained strength, his appetite 
had improved, and he was able to walk three 
miles some days with very little shortness of 
breath. He returned to work three months be- 
fore admission but was forced to stop after three 
weeks when nausea, loss of appetite and dyspnea 
developed. He vomited almost daily during the 
following month. Two months before entry he 
vomited a tumblerful of blood, but none since. 
Marked weakness developed, and he lost his ap- 
petite completely. His stools remained normal. 
He had been taking digitalis and kept on until 
five days before entry. At this time he developed 
a marked tachycardia,— about 180,—and quin- 
idine was given in full dosage for three days with 
slowing of the pulse rate. A year before admis- 
sion he weighed 170 pounds; at the time of entry, 
140 pounds. 


Physical examination showed dehydration, ema- 
ciation and weakness, as well as slight jaundice. 
The heart was enlarged. There was an early blow- 
ing diastolic murmur best heard at the apex. The 
apical systolic murmur was high pitched. The 
aortic systolic murmur was rather rough. As 
was diminished. The blood pressure was 90 sys- 
tolic, 60 diastolic. The lungs were clear. There 
was tenderness in the right upper quadrant of 
the abdomen, with voluntary spasm. The liver 
edge was palpable 2 cm. below the right costal 
margin. There was slight edema of the thighs 
and feet. 

The temperature was 100°F., the pulse 80, and 
the respirations 24. 

The urine examination showed a trace of al- 
bumin and a specific gravity of 1.023, with many 
hyaline casts, a rare coarsely granular cast, a rare 
red cell and an occasional white cell per high- 
power field. It contained no sugar, bile, acetone 
or diacetic acid. The blood showed a red-cell 
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count of 5,400,000 with 90 per cent hemoglobin, 
and a white-cell count of 12,800 with 86 per cent 
polymorphonuclears. The nonprotein nitrogen 
of the serum was 72 mg. per cent, the chlorides 106 
milliequivalents, and the protein 6.4 gm. per cent. 
A blood Hinton test was negative. A stool ex- 
amination was negative. An electrocardiogram 
showed left bundle-branch block and partial A-V 
block. The P-R interval was 0.25 second. 

X-ray films showed a normal esophagus. The 
upper gastrointestinal tract appeared normal. 

On the fourth hospital day the patient was bet- 
ter; he did not vomit and was able to take some 
nourishment by mouth. On the fifth day there 
was edema of the right hand. Intravenous fluids 
had been given in the right arm, but there was 
no definite evidence of thrombophlebitis. Ex- 
amination of the heart showed auricular fibrilla- 
tion. The patient felt much better, but complained 
of nausea. An electrocardiogram at this time 
showed definite changes in the P waves and slight 
changes in T1, T2 and Ts. Ti was inverted, T2 
diphasic, Ts inverted, S-T1, S-T2 and S-Ts slightly 
low, S-Ts slightly elevated. The QRS complex was 
slurred. P: was inverted, P2 and Ps diphasic. The 
P-R interval was 0.18-0.20 second. One day later 
the patient felt better. The liver seemed to be 
enlarged, and there was still definite jaundice. 
On the following day a van den Bergh showed 


76 mg. per cent of bilirubin. The lungs were 
clear. 

During the next few days the patient seemed to 
lose ground. On the fourteenth hospital day his 
legs and thighs showed some increased edema. 
Itching of the skin was present, and few hemor- 
rhagic blebs were seen on the hands and fore- 


arms. The hands were edematous. On the fol- 
lowing day the patient was very weak. The lungs 
were clear, the heart and the edema unchanged. 
On the sixteenth day the patient was much worse. 
There were coarse rales at the right base. The 
liver seemed unchanged in size. During the pre- 
vious two days the temperature had gradually 
risen to 105°F. Respirations rose to 50, the pulse 
to 140. The temperature had remained essen- 
tially normal since entry except for a rise to 
101°F. on the fifth day. The patient rapidly failed 
and died on the sixteenth hospital day. 


DIFFERENTIAL DIAGNOosIS 


Dr. Wyman Ricuarpson: I said not long ago 
that I had been caught too many times on a diag- 
nosis of calcareous aortic stenosis and I am not 
going to be caught this time. I may be wrong, 
but “right off the reel” I am going to make that 
diagnosis. At least we can say that he certainly 
had heart disease, and the question is, Could this 
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whole picture be explained by heart disease or 
must we make some other diagnosis? As you know, 
on the basis of statistics Dr. Cabot always tried 
to make one diagnosis explain the whole story, but 
Dr. Mallory tells us that when dealing with old 
patients it is perhaps better to make as many 
diagnoses as we can to fit the symptoms. 

To go over very briefly the first episode of rather 
sudden collapse, with vomiting and weakness, we 
are not helped at all by knowing that he had had 
such attacks occasionally since childhood. I shall 
point out that he had a diverticulum of the lower 
esophagus and possibly that might have accounted 
for them. It is known that patients with aortic 
stenosis of the calcareous type do have a variety of 
queer symptoms, and one sees not infrequent at- 
tacks of syncope and weakness of sudden onset com- 
ing out of a clear sky without prodromal symp- 
toms. This whole first episode could be consid- 
ered, I think, as a heart attack. The only ques- 
tion is, in view of the fact that later on he vomited 
blood, whether he had bleeding which was not 
recognized at that time. I considered this point 
but could not find any other evidence for it, so I 
am assuming that this attack of weakness was due 
to his heart. The description of the signs in 
the heart I shall not go over again, but he was 
known to have had a diastolic murmur of the aortic 
type and a loud systolic murmur said to have 
been heard better at the apex than at the aortic 
region. 

In regard to the laboratory examination, I want 
to point out one thing—the positive test for 
diacetic acid. The diacetic acid test in this hos- 
pital presumably means the ferric chloride test for 
acetone bodies, and the acetone test refers to the 
sodium nitroprusside test. The latter test for 
acetone bodies is much more sensitive than the 
ferric chloride test. We should consider the posi- 
tive diacetic acid test in this case to be a “false 
positive.” 

We have x-ray films of the gastrointestinal tract, 
and they are negative. One rather curious thing 
about this work-up is that nobody apparently was 
interested in taking an x-ray film of the heart. 

The patient got along pretty well until about 
four years later and then another train of symp- 
toms developed — weakness and weight loss, to- 
gether with more vomiting than before, and dysp- 
nea and signs that may be attributed to his heart 
failure. The physical examination was not very 
different, except for jaundice and a tender liver 
edge. The urine examination was consistent with 
passive congestion in the kidneys, with a fairly 
good specific gravity, and we do not have to as- 
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sume that he had renal failure to account for the 
edema and other symptoms. 

One interesting point in the laboratory findings 
is the blood chloride of 106 milliequivalents. He 
was probably somewhat dehydrated, but even so, 
one would expect with this amount of vomiting 
that his chlorides would have been lower than that. 
It does not help us any, but it leads one to suspect 
that he had an achlorhydria. The stool examina- 
tion was negative as regards blood. I want to 
point out that there was no bile in the urine. 


The patient failed rather rapidly. If you are 
going to try to make another diagnosis to cover 
such a lot of symptoms, there is nothing that points, 
so far as 1 am concerned, in any one direction, ex- 
cept that there was something that was affecting 
the liver to cause jaundice. If you are going to 
make such a diagnosis you have to refer to malig- 
nant disease of some sort. You can place it any- 
where. You might have malignant disease of the 
pancreas with metastases to the liver. On the 
other hand, we know of patients with heart dis- 
ease at this age and older who do lose a lot of 
weight because of heart disease —I presume be- 
cause of congestion of the organs, and so forth. 
The electrocardiogram I have left strictly alone. 
Perhaps someone will comment on it later. To 
me, it means that there was considerable involve- 
ment of the heart. 

I am going to say that this man’s primary dif- 
ficulty was heart disease, that he had calcareous 
aortic stenosis with some regurgitation and that 
he also had involvement of the coronary vessels, 
perhaps at their orifice, with consequent myo- 
cardial damage. In my experience these patients 
have rather bizarre symptoms, with dyspnea as 
a prominent feature, and once they begin to be 
dyspneic, they do not respond to the usual car- 
diac drugs or measures of treatment. Then, I am 
going to say that he had passive congestion of the 
liver. I am not going to talk about cardiac cir- 
thosis of the liver, and I see no reason to suppose 
that he had any other kind of cirrhosis. I am not 
going to talk about other types of liver disease. 
I am going to say that he had passive congestion 
of the kidneys and, finally, that he died with a 
local disease in the lungs. He probably had a 
terminal bronchopneumonia because the signs ap- 
peared localized on one side and were followed 
by a rapid rise in temperature. Whether we have 
to think of the question of emboli or pulmonary 
infarcts, I do not know; but I am going to leave 
that alone too. If there are x-ray films of the 
chest I think it would be fair to see them. 


Dr. Tracy B. Mattory: None were taken during 
life. 
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Dr. RicHarpson: If one had been taken you 
might have been able to see the aortic valve. 

Dr. Ausrey O. Hampton: I have a postmor- 
tem film of the chest. I should like to know what 
might have happened if you had seen it, because 
a round mass at the right base is very interesting. 
His heart does look enlarged. This film is not 
good enough to show a calcified heart valve. There 
was motion in the lateral view even though the 
patient was dead. The round mass in the lung 
looks as though it might be due to malignancy. 

A Puysician: Why is it not neurofibroma? 

Dr. Hampron: It is in the lung parenchyma. 

Dr. RicHarpson: This is a postmortem film? 

Dr. Hampton: Yes. The heart shows, as you 
have predicted, the shape of one associated with 
aortic stenosis. 

Dr. Mattory: There was one thing that struck 
me in reading over the record — the repeated com- 
ment about how dehydrated he was in spite of 
the fact that he was waterlogged. Is that an un- 
usual combination in heart disease? 

Dr. Ricnarpson: I should think that might 
occur in any chronic edema. 

Dr. Witrrip J. Comeau: Clinically this patient 
did not give the picture of heart failure. He was 
very weak and markedly dehydrated when he 
entered the hospital. Both Dr. Paul D. White 
and I believed there was little clinical evidence 
on physical examination that he had any signif- 
icant heart failure, although there was no ques- 
tion about his having heart disease. The picture 
which he presented clinically was more that of 
malignancy and, as I have said, he was very ill 
and little could be done in the way of extensive 
study. We hoped that he might improve follow- 
ing the administration of fluids, but he never 
really did lose his dehydration. The edema was 
certainly no more than moderate at the most. 
Dr. Chester M. Jones and Dr. Alfred Kranes saw 
him, and we all believed that there was intrinsic 
disease of the liver as the cause of his illness and 
that his cardiac condition was really incidental. 

Dr. Wittiam B. Breep: I do not mean to be hy- 
percritical in asking Dr. Comeau a question, but I 
wonder what he means by “the picture of malig- 
nancy.” ‘That is a fairly broad statement, and I 
just want to know what he means by it. 

Dr. Comeau: I mean the clinical picture that 
one associates with terminal malignancy — loss of 
weight, marked asthenia, emaciation and dehydra- 
tion. 

Dr. Breep: But not referable to any particular 
part of the body? 

Dr. Comeau: That is right. 

Of course there is the tumblerful of blood 
which he vomited to be explained. His jaundice 
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was definite, and there was no history, as we 
went back, that indicated much in the way of 
cardiac symptoms. The dyspnea was question- 
able. Six months before his last entry he was 
able to walk three miles a day without discomfort. 
His history from the beginning pointed to the 
gastrointestinal tract and, as I have said, he did 
not give the picture of cardiac failure. He had 
no orthopnea and no dyspnea, and I might add 
that his lungs were clear and that it was not 
until the last few days that he developed signs 
suggesting either infarct or a pneumonic process 
at the right base. This was coincident with the 
terminal rise in temperature. 

Dr. Acrrep Krines: I saw him a few days 
before death. He was somewhat stuporous and 
could not co-operate very well, but I was impressed 
more than anything else by an apparent increase 
in the size of the liver, a point which the history 
does not bring out. When I went over him the 
liver edge was easily palpable in the midline down 
to the umbilicus. I believed that if there ever 
was a large liver this was one. It was tender. He 
would grunt every time you palpated that region. 
He had definite jaundice, and at the time there 
was no evidence of heart failure, and no venous 
distention. Although examination of the lungs 
was unsatisfactory, I could not detect anything. I 
thought, too, that he had intrinsic liver disease and 
that the heart disease was incidental, playing no 
part in the picture. Just what the nature of the 
liver disease was, I did not know. I thought ob- 
structive jaundice could be ruled out and that 
perhaps he had some form of cirrhosis with super- 
imposed malignancy, possibly a primary neoplasm 
of the liver. The spleen, however, was not pal- 


pable. 
CurnicaL DIAGNoses 


Aortic stenosis. 
Carcinoma of liver. 
Bronchopneumonia. 


Dr. Ricuarpson’s 


Calcareous aortic stenosis. 

Congestive failure. 

Chronic passive congestion of liver and kidneys. 
Terminal bronchopneumonia. 


ANATOMICAL DIAGNOSES 


Rheumatic heart disease. 

Endocarditis, chronic rheumatic, mitral and 
aortic, with aortic stenosis. 

Cardiac hypertrophy and dilatation. 

Pulmonary infarction, right lower lobe. 

Thrombosis, right popliteal vein. 

Jaundice. 
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Chronic pancreatitis. 

Acute duodenal ulcer. 

Chronic passive congestion of liver. 
Thrombosis of periprostatic veins. 


PaTHOLocicaL Discussion 


Dr. Mattory: I think it is quite possible that 
this is one of the types of cases it is easier to diag- 
nose from the record than in life. Certainly Dr. 
Richardson’s predictions were all very closely ful- 
filled. The primary difficulty was heart disease. 
His heart weighed 615 gm., and it was considera- 
bly dilated. He did have aortic stenosis, but he 
also had a very marked involvement of the mitral 
valve. This was of a peculiar character. I can 
remember only one other case like it. All the 
leaflets of the mitral valve and the chordae ten- 
dineae were markedly thickened, but they were 
not shortened, so that the lesion did not seem to 
produce any deformity of the valve. Neverthe- 
less, the auricle behind that valve was greatly 
dilated. The liver seems to have been another 
of those gymnastic ones we meet so often in these 
clinics: it had crawled up to the costal margin 
again by the time we saw it. It showed a very 
marked grade of chronic passive congestion, with 
extensive central necrosis but no cardiac cir- 
rhosis. There was a considerable grade of bile 
stasis. The kidneys, I should say, were negative 
except for chronic passive congestion. The ball 
that you saw in the postmortem chest film at 
the right base was a massive pulmonary infarct 
that occupied about two thirds of the right lower 
lobe. 

Dr. Hampron: That is the first round one | 
have seen. 

Dr. Matiory: Any patient with a sufficient de- 
gree of cardiac failure can develop jaundice. It 
is well known that the one thing that character- 
istically brings out jaundice — sometimes severe 
jaundice — in cardiac patients is to develop a pul- 
monary infarct. Dr. Richardson was on the right 
track in saying that the one essential lack in the 
clinical work-up was a chest film, although I am 
not sure it would have helped him in his interpre- 
tation. 

Dr. Hampton: If we had had a lateral film that 
did not show motion it might have been of help. 
I have never seen a perfectly round shadow in the 
anteroposterior view which proved to be an infarct 
at postmortem. 

A Puysictan: How long had the infarct been 
there? 

Dr. Mattory: We estimated about ten days. 

A Puysician: What was the source of the gas- 
trointestinal bleeding? 

Dr. Mattory: I neglected to mention two things. 
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There was a small duodenal ulcer which appeared 
to be rather active. There was also a moderate 
grade of what I think one must call chronic pan- 
creatitis. There were many small foci of fat necro- 
sis scattered throughout the pancreas, and a slight 
chronic inflammatory infiltration. It did not seem 
to have destroyed a large amount of pancreas, and 
whether it was severe enough to have played a 
significant part in his clinical picture, I do not 
know. It may well have had bearing on the 
severe loss of weight. 


CASE 25082 
PRESENTATION OF CASE 


First Admission. A_fifty-five-year-old Swedish 
woman was admitted complaining of intermittent 
epigastric pain of six months’ duration. 

The pain often started on the right side, spread- 
ing to the left, and at times covered the entire 
upper abdomen. It was usually not severe, never 
very sharp, but was sometimes severe enough to 
make her “writhe.” It lasted several hours to half 


a day, occasionally woke her at night, and occurred 
on an average of every three days. During the previ- 
ous few months anorexia and nausea were present. 
Two weeks before admission she vomited for the 
first time, the vomitus containing greenish, bitter 


material but no blood. She also had a moderate 
amount of belching. 

For several years she had been constipated, took 
many cathartics and passed hard, black stools. She 
had not been jaundiced. During the previous year 
she had lost 30 pounds in weight. Her father had 
died of cancer of the liver, her mother of a tumor 
of the stomach. 

Physical examination was negative except for a 
loud systolic murmur over the cardiac apex, a blood 
pressure of 175 systolic, 90 diastolic, and a palpable 
liver edge about 3 cm. below the right costal 
margin. 

X-ray films of the chest and abdomen were nega- 
tive except for slight arteriosclerosis of the aorta. 
Two stool examinations were guaiac negative. 

No definite findings developed and the patient 
was discharged on the twelfth hospital day with 
the diagnoses of hypertensive heart disease, mild 
congestive heart failure and anxiety neurosis. 

Second Admission (seven months later). She 
had been much worse since discharge, complaining 
of a dull, aching distended feeling in the epigas- 
trium. Soda gave some relief by causing gaseous 
eructation. Three months before entry she came 
to the Out Patient Department complaining that 
she had had chills and epigastric pain radiating 
to the back. Fatty foods aggravated the distress. 
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A Graham test showed no filling of the gall 
bladder. 

On entry physical examination was essentially 
the same as that of the last admission. On the 
seventh hospital day a thickened adherent gall 
bladder was removed. A stone was impacted in 
the cystic duct, and two rather large stones were 
found in the fundus. She had an uneventful con- 
valescence and was discharged on the twenty- 
fourth hospital day. 


Third Admission (three years later). She en- 
tered for slight vaginal bleeding of five months’ 
duration. There were no gastrointestinal com- 
plaints. Physical examination showed a slightly 
enlarged heart and a systolic murmur heard at 
the apex and aortic area. The blood pressure was 
190 systolic, 98 diastolic. A uterine curettage 
showed adenocarcinoma. On the thirty-second hos- 
pital day radium was inserted. She was discharged 
six days later. 


Fourth Admission (seven and a half years later). 
Four or five years before the fourth admission she 
noted the gradual onset of left upper-quadrant, 
nonradiating pain, which was of a dull “griping” 
nature. Accompanying this was a feeling of gen- 
eral malaise. The pain was intermittent, not as- 
sociated with meals, and did not cause nausea or 
vomiting. There was no change in bowel habits. 
No chills, fever or jaundice occurred. One year 
later a similar pain seemed to be superimposed in 
the midepigastrium. During the previous two 
years she had noticed slight morning nausea, but 
no vomiting. At that time she first became aware 
of epigastric distention. This had no relation to 
meals, coming on at most any time during the 
day. She had lest 5 pounds in weight since her 
previous admission. A gastrointestinal x-ray series 
taken in the Out Patient Department two months 
before admission showed a 3 cm., non-ulcerated, 
barium-coated defect lying within the lumen of 
the fundus of the stomach. The remainder of the 
examination was negative. Three weeks later ex- 
amination was repeated and showed a round, non- 
ulcerated mass about 4 cm. in diameter which 
was attached to the stomach wall by what ap- 
peared to be a 4-cm. base. She had had no re- 
currence of vaginal bleeding or pelvic symptoms. 

Physical examination showed a slightly obese 
female, weighing 139 pounds, in no distress. The 
left border of the heart was 3 cm. outside the 
midclavicular line. An aortic systolic murmur was 
heard. The blood pressure was 195 systolic, 98 
diastolic. Abdominal examination was negative. 

The temperature was 98.6°F., the pulse 85, and 
the respirations 24. 

Examination of the urine was negative. 


The 
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\lood showed a red-cell count of 4,250,000 with 
9) per cent hemoglobin, and a white-cell count 
of 6800 with 67 per cent polymorphonuclears, 23 
per cent small lymphocytes, 5 per cent mononu- 
clears and 2 per cent eosinophils. The nonpro- 
tein nitrogen of the serum was 25 mg. per cent, 
the chlorides 106 milliequivalents, and the protein 
7 gm. per cent. A blood Hinton test was nega- 
tive. phenolsulfonephthalein kidney-function 
test was normal. A stool examination was guaiac 
negative. 

Preceding a gastroscopic examination 5 cc. of 
cloudy gastric secretion was obtained which con- 
tained no free hydrochloric acid. The gastroscope 
revealed a normal antrum and pylorus. The color 
of the mucosa was normal except for a 4-mm. 
erosion in the upper part of the body on the 
posterior wall. No polyp could be demonstrated 
but part of the field, especially along the lesser 
curvature, was obscured by mucus. 


On the eighth hospital day an operation was 
performed. 


DiacNosis 


Dr. Atten G. Braitey: But little was learned 
about this patient at the time of the first admission. 
On the second admission the gall bladder was taken 
out, and very likely, the symptoms on the first 
admission were due to gall-bladder disease. Part 
of the trouble may have been that she was Swedish 
and an accurate history was hard to get. There 
was very little evidence that she had any degree 
of congestive failure. There was no dyspnea or 
edema, and one does not lose 30 pounds from mild 
congestive failure. She was discharged without 
much being done. I assume the x-ray films of 
the chest and abdomen were done as a matter of 
routine, and when no trace of stone was found, 
it was decided she had an anxiety neurosis. 

She returned to the hospital seven months later 
and a typical history of chronic cholecystitis was 
elicited. The removal of the gall bladder apparent- 
ly resulted in a cure of her gastrointestinal com- 
plaints. 

I judge the adenocarcinoma found on the third 
admission was in the fundus of the uterus. I know 
very little about surgery of the uterus, but sup- 
pose that hysterectomy would have been the proper 
procedure. Perhaps she refused operation. It is 
true that radium is sometimes used instead of 
operation, and it may be they believed, in view 
of hypertension and other conditions present, that 
operation was best avoided. Even though I do 
not approve of it, the treatment seems to have 
been very effective because there was spperenty 
no recurrence of the trouble. 
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Seven and a half years later she gave a story 
of atypical epigastric complaints — a certain amount 
of distention, discomfort, and so forth. It is strik- 
ing that if you take the x-ray examination out of 
this account of her fourth admission there is very 
little left. Such a story of mild digestive com- 
plaints might well have been due to so-called 
“nervous indigestion” or to gastritis. The labora- 
tory findings are normal. Apparently the bone of 
contention is what was the nature of the lesion 
or defect in the stomach. I should very much like 
to see the films. Where is the 4-cm. base? 

Dr. Georce W. Hoimes: I cannot demonstrate 
it, and apparently they did not succeed in demon- 
strating it on the film. It was probably determined 
from fluoroscopic examination. I think we can 
say the lesion is intrinsic and not in the wall 
of the stomach, because of the character of the 
margin of the shadow. If this were anything like 
a leiomyoma in the wall of the stomach it would 
not have this type of margin. The statement that 
it was not ulcerated should be taken with a grain 
of salt. We might not have been able to demon- 
strate an ulcer, but it seems fairly certain that 
there is an actual lesion, a pedunculated tumor 
growing into the stomach. There is nothing to in- 
dicate here whether it is benign or malignant. It 
is not a hair ball or any loose object in the stom- 
ach but a lesion attached to the wall of the stom- 
ach. The fact that they failed to see it at gas- 
troscopic examination is what you would expect; 
one cannot see that portion of the stomach. 

Dr. Braitey: That is a great help. I was not 
sure from the report whether this thing had not 
moved around and I was not perfectly certain it 
was attached to the wall of the stomach. Dr. 
Holmes assures us that it is so attached. It prob- 
ably is a polypoid lesion of some sort. 

Dr. Homes: I am basing my statement on the 
record, not on what I see in the film. 

Dr. Brattey: You cannot tell from the film 
whether it was floating around? 

Dr. Hotmes: No, except that it is in an unusual 
position for a foreign body. I think that we can 
accept the statement as given by the man who ex- 
amined the patient. 

Dr. Braitey: It is still a bit ambiguous to me. 
I cannot pursue this differential diagnosis very 
far. I do not believe the lesion has anything to 
do with her previous admissions. If she had a 
cancerous lesion of any sort it is interesting that 
she had no anemia and had lost no appreciable 
amount of weight, although such good health might 
not be inconsistent with a cancer that had not 
ulcerated or become necrotic. Except that she 
was of cancer age, there is no very good evidence 
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of malignancy. I am inclined to suppose that the 
lesion was benign, and I am not wholly convinced 
that she had anything wrong with her stomach. 
{ do not believe we can absolutely exclude a hair 
ball or something of that sort. If the tumor is 
benign, it is an adenoma or a polyp and, as Dr. 
Holmes pointed out, would not be seen by gas- 
troscopy. It was probably not the cause of her 
symptoms. 

Dr. Paut D. Wuire: I cannot understand why 
mild congestive heart failure was diagnosed on the 
first admission. I agree that it seems ridiculous 
in the absence of any story of dyspnea. You must 
have dyspnea first. 

Dr. Tracy B. Mattory: There is nothing more 
in the full record to explain that diagnosis. 

Dr. Granttey W. Taytor: Her symptoms in 
her final illness began within a year or two of 
the time she had carcinoma of the uterus treated 
by radium, and while metastases to the wall of 
the stomach are very unusual, we do occasionally 
see capricious metastases. The possibility that the 
lesion is metastatic seems to me to be worthy of 
consideration. 

Dr. Brawey: Is it not fair to suppose that in 
seven and a half years it would have become an 
ulcerated mass? 

Dr. Taytor: Yes; that is entirely reasonable. 

Dr. Hotmes: If you could accept the x-ray re- 
port that this is a pedunculated lesion, could it 
be a metastasis? 

Dr. Taytor: Probably not. 


CurnicaL DiacNnosis 


Tumor of stomach. 


Dr. Braitey’s Diacnosis 
Benign gastric polyp or adenoma. 


Anatomica. Dracnosis 


Leiomyosarcoma of stomach. 


Patuo.ocicaL Discussion 


Dr. Matiory: This patient was explored by Dr. 
Richard H. Sweet, who could feel with some dit- 
ficulty through the anterior surface of the stom- 
ach a tumor of the posterior wall close to the car- 
diac orifice. He was forced to open the stomach 
in order to visualize it and then found that he 
was dealing with a circumscribed sessile tumor 
which was firm, with no ulceration of the mucosa 
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over it, and had all the gross appearances of a 
benign tumor. He was faced with a choice of 
doing either a very local excision or a practically 
total gastrectomy, and thought it was wiser to 
do the former. The specimen which reached the 
laboratory proved to be a spindle-cell tumor ap- 
parently of smooth-muscle origin and of a rather 
borderline malignancy. It contained a small num- 
ber of mitotic figures and a rare tumor giant cell, 
and our eventual diagnosis was leiomyosarcoma. 
These tumors when they get a little bigger are 
more or less regularly accompanied by ulceration 
of the overlying mucosa, probably because of in- 
terference with the blood supply. The ulceration 
is apt to penetrate deeply into the tumor and then 
burrow laterally, giving a very characteristic pic- 
ture, but I do not remember having seen such 
an ulceration in tumors as small as this. 

Dr. RicHarp Scuatzk1: We have seen it in tu- 
mors even smaller. I remember one patient who 
had a small duodenal tumor with ulceration. 

I am wondering if there can be any connection 
between the degree of malignancy and the stage 
at which ulceration occurs. Is not ulceration more 
likely in a malignant tumor than in a benign one? 

Dr. Matrory: I should think so. The prob- 
abilities of inadequate blood supply and_ necrosis 
are certainly greater in the former. 

Dr. Scuatzk1: The tumor I spoke of was very 
malignant, and the patient died shortly after with 
extensive metastases. 

Dr. Hormes: Is it not unusual for that type 
of tumor to be sessile? 

Dr. Mattory: No. We have seen a number 
that were. They can be either pedunculated or 
sessile. They can project either into the lumen of 
the stomach or externally into the abdominal cav- 
ity, thus causing no deformity whatever of the 
lumen of the stomach. 

Dr. Epwarp B. Benepicr: How many metas- 
tatic tumors of the stomach have you seen? 

Dr. Mattory: I cannot at the moment think of 


any. 
Dr. Benepicr: I never saw one. I wonder if 
anyone has. 


Dr. Mattory: I have seen metastases in other 
parts of the gastrointestinal tract. 

Dr. ScuatzK1: Cancer of the breast has been 
reported to have metastasized to the stomach. 

Dr. Mattory: I see no reason why it should 
not occur, but it certainly is uncommon. 
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ANNUAL REGISTRATION 
OF PHYSICIANS 


Acain this year the Board of Registration in 
Medicine has introduced a bill providing for an- 
nual renewal of registration of physicians. The 
primary object seems to be to find out what physi- 
cians are practicing medicine each year in the Com- 
monwealth and where they have their offices. Un- 
der the present system, a physician after registra- 
tion may be lost so far as the Board is concerned. 
He is expected to notify the town clerk when he 
opens an office for practice but there is no way 
of finding out where he does practice if he fails to 
report. Having once reported, he may move from 
city to city without notifying the town clerk. It 
would seem to be a reasonable requirement that 
the public be enabled to find out through the Board 


of Registration in Medicine what licensed physi- 
cians are in practice and where they are located. 
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Why then has there been such vigorous oppo- 
sition to the bill in the past, and why are some 
physicians still opposed to it? It is not possible 
to discuss all the reasons given, but an examination 
of the bill indicates that most of the objections 
are the product of fancy. For example, it has been 
claimed, if the bill becomes law, that the medical 
profession will be regimented; that the Board will 
be given inquisitorial powers so that the police 
will call on physicians for full information about 
their practice; that neglect to register will mean 
immediate suspension of the physician’s license; 
that it will make possible the withholding of regis- 


tration by the Board for reasons of personal pique. 


There are two intelligible objections to the bill. 
The first one is to the taxing of physicians so 
that the State may employ its police power (in 
part) for detecting unlicensed physicians. In this 
connection it is pertinent to note that the Board 
of Registration in Medicine is created and acts 
under the police power of the State. But, if the 
bill would seriously reduce the number of unli- 
censed practitioners, most physicians would not 
object, and there are few well-informed physicians 
who object to the tax, whether it be one or two 
or three dollars. Theirs is the second objection, 
namely, that if the money once gets into the state 
treasury, they see little chance of getting it out 
for the work of the Board, and they fear it will 
be diverted for some other purpose. “Eternal 
vigilance is the price of liberty” and under this 
democratic form of government of ours a remedy 
is provided. When the budget of the Board of 
Registration in Medicine is before the Committee 
on Ways and Means, these physicians who are fear- 
ful of the division of the additional revenue should 
appear in support of the Board’s requests. It 
means effort and is time-consuming. However, if 
no one ever makes representations, is it unfair 
to assume that no one really cares? 

Annual registration of physicians is in force in 
a number of states and has been found to be very 
helpful. In Massachusetts it is required for a num- 
ber of other boards. What is so peculiar about 
medicine here that the public is not justly entitled 
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to know each year who is registered as qualified 
to engage in the practice of this profession? 

The recent vote by the Council of the Massa- 
chusetts Medical Society to place itself on record 
as favoring the bill is to be interpreted as a deci- 
sion by a gradually increasing number of physicians 
that in spite of all that has been said against an- 
nual registration and in spite of some slight cost 
and very slight inconvenience to themselves in 
filing the information required, the carrying out 
of the provisions of the bill will redound to the 
benefit of the public. This is, after all, the cal- 
culated purpose of the measure, and it is in accord- 
ance with the age-long efforts and the enduring 


spirit of the medical profession. 


SCHOOLS FOR TECHNICIANS 


Tue marked development of the laboratory side 
of medicine has created a demand for workers 
who supplement the physician in his investiga- 
tions in this field. These so-called technicians, 
some of whom have a very high degree of special 
knowledge and skill, carry on many of the pro- 
cedures which lead to the establishment of cer- 
tain facts. These facts are not the diagnosis but 
they are a part of the evidence which the physician 
reviews and interprets in making his diagnosis. 
Under former conditions each laboratory might 
train its own workers but the present demand 
has so far outrun the supply that special schools 
for technicians have been established. 

Recent newspaper reports indicate that such a 
school for technicians was opened in Boston un- 
der auspices which were at least unfavorable. Ef- 
forts had been made to secure reputable and com- 
petent physicians as teachers, but soon the school 
passed into the hands of a financing corporation 
and the creditors removed unpaid-for equipment 
and supplies. Many of the students are reported to 
have paid full tuition for one year in advance, and 
so the Attorney General has a problem in attempt- 
ing to secure some share of justice for the students 
who claim they had been promised jobs on com- 


pleting the course. 
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The incident is instructive and in the news- 
papers the term “racket” has been employed as 
characterizing the conduct of vocational schools, 
of which some other types are under investigation. 
In passing, it may be noted that “rackets” in medi- 
cal education have been heard of before today. 
There is involved here a very comprehensive and 
complicated problem which goes beyond the ques- 
tion of schools for laboratory workers or milliners, 
and includes other types of education. Why not 
all types? The essence of the problem can be 
stated briefly: the student should receive a fair 
and just return for his money and his effort. 


The offhand answer which finds many supporters 
is that no educational institution, even if merely 
vocational, should be established except with the 
approval of the government. But the requiring 
of unqualified governmental approval is so incom- 
patible with the freedom of thought and speech 
which we in this country regard as fundamental to 
just action, that the other extreme view, favoring 
no governmental approval, finds extensive sup- 


port. 
able. It is that the owners or promoters of the 


There is a middle ground which is reason- 


educational institution should show in some con- 
crete way their capacity to meet the financial re- 
sponsibilities which the conduct of the institu- 
tion requires. It is possible to obtain in Massa- 
chusetts a charter for a medical school, if no degree- 
conferring power is sought, without any evidence 
of its owning any property, and even the charter 
of a degree-conferring university, without evi- 
dence that the university possesses any endowment, 
that is, income-producing property of any sort. 

The flagrant abuse in the case noted in the press 
may be remedied by some patchwork scheme, but 
what is needed is a new policy on the part of the 
State to prevent abuses in the future. 

The conduct of schools for technicians for clin- 
ical laboratories and the conduct of such labora- 
tories without the supervision by qualified physi- 
cians present other problems which the medical 


profession must sometime face. 
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Postpartum HEMORRHAGE 


Mrs. H. M., a_ twenty-six-year-old primipara, 
thirty weeks pregnant, entered the hospital about 
midnight September 11, 1938, with ruptured mem- 
branes but not in labor. 

The family and past histories were noncon- 
tributory. She had had no serious illnesses and 
no operations. Catamenia began at thirteen, were 
regular with a twenty-eight-day cycle and lasted 
five days without pain. Her last period was Feb- 
ruary 12, making her due for confinement No- 
vember 19. 


The patient was first seen on June 10. Physical 
examination showed a well-developed and nour- 
ished woman. The lungs were clear. The heart 
was not enlarged, the sounds regular and of good 
quality; there were no murmurs. The blood pres- 
sure was 114 systolic, 70 diastolic. The fundus 
was just above the umbilicus, and the fetal heart 
could not be made out. Vaginal examination 
showed the cervix soft and closed. On September 
2 an x-ray examination confirmed the diagnosis 
of twins. One vertex was seen in the pelvis, and 
the other in the left upper quadrant. On Septem- 
ber 10, the day before entry, her blood pressure 
was 115 systolic, 78 diastolic. The fundus was 
two fingerbreadths below the xiphoid, and a fetal 
heart was heard. One vertex was below the pelvic 
brim. Vaginal examination showed the cervix soft 
but fairly long. There was no internal os. 


Labor began about 7 p.m., September 12; its 
progress was very slow. At 10:30 a.m., September 
13, vaginal examination showed that the cervix was 
dilated so as to admit four fingers, with the first 
head below the spines of the ischiums. The cer- 
vix was gently dilated manually, and labor allowed 
to continue. By 12:30 p.m. she was fully dilated 
except for the anterior lip. The position was ORA; 
a forceps was applied, and the first twin was easily 
lifted over the perineum after a median episiotomy. 
This child was a boy weighing 3 pounds, 6 
ounces. The second sac was then felt intact above 
the pelvic brim, with the vertex presenting. The 
sac was ruptured, both feet were grasped, and the 
child was extracted by the breech after internal 


*A series of selected case histories by members of the section will be 
published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 


Feb. 23, 1939 


podalic version. A forceps was applied to the 
after-coming head. This child, also a boy, weighed 
3 pounds, 13 ounces. The episiotomy was repaired 
in routine fashion. The placenta or placentas did 
not separate. As there was little or no bleeding 
and the patient seemed in good condition, it was 
decided to wait. However, at the end of an hour 
and a half a slight amount of bleeding indicated 
partial separation. The patient’s pulse rate began 
to rise. Two hours and a quarter after delivery, 
bleeding became more profuse and the pulse 
rate jumped to 160. Still no placenta could be ex- 
pressed, even after 0.25 cc. of pituitary extract had 
been given intravenously. There was obviously no 
point in waiting longer. The patient and husband 
were grouped for possible transfusion and were 
found to be compatible. Under nitrous oxide, 
oxygen and ether anesthesia, the vagina and uterus 
were explored. Part of a placenta was detached 
and protruded through the cervix, but at least two 
thirds of the two placentas were still adherent 
over the anterior wall and fundus. The latter 
portion separated readily when a hand was intro- 
duced between the placentas and the uterus, and 
the two fused placentas, complete with membranes, 
were extracted. The uterus shut down well; there 
was no further bleeding. Five per cent glucose 
solution was given intravenously. The patient's 
pulse came down to 120, and her condition seemed 
good. The total loss of blood was estimated at 
about 500 cc., and there seemed to be no indica- 
tion for immediate transfusion. 

On September 14, the hemoglobin was 56 per 
cent (Sahli), the red-cell count 3,440,000, and the 
white-cell count 36,690. She ran a febrile course 
for about a week and showed a marked anemia. 
Cultures from both lochia and blood showed no 
streptococci. On September 20, the hemoglobin 
was 53 per cent, and the red-cell count 2,600,000. 
Because of this finding she was transfused with 
500 cc. of her husband’s blood on September 21. 
Following the transfusion, the patient’s tempera- 
ture rapidly came down to normal, and on Sep- 
tember 23 the hemoglobin was 78 per cent, and 
the red-cell count 3,800,000. She was discharged 
on the seventeenth day after delivery. 


Comment. This hemorrhage was due to an 
adherent placenta which had become partially 
separated. Its occurrence in a case of twins was 
purely accidental. 

When there is little or no bleeding, it is always 
safe to wait quite some time after the birth of the 
baby for the placenta to separate. In this case 
there was practically no bleeding for over an hour, 
and then hemorrhage began and continued so that 
the pulse rate rose to 160. This meant that the 


i 
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placenta had partially separated and ruled out 
further delay in entering the uterus. The enter- 
ing of a uterus after delivery must be accompanied 
by perfect asepsis. Infection too often occurs even 
after the most careful aseptic precautions, particu- 
larly following an adherent placenta. In such a 
case, the uterine sinuses are intimately traumatized 
and infection is liable to occur. That these fused 
placentas could be obtained in toto means that 
the adherence was slight. 

Transfusion at the time was not essential. A 
donor was at hand, but the uterus behaved well 
and the pulse rate came down immediately. The 
subsequent transfusion because of the anemia ac- 
companying the sepsis was probably a helpful pro- 
cedure, but such transfusions must be done only 
after the most careful checkup. Transfusion is a 
very valuable method of therapy, but can result 
disastrously, if the proper precautions are not taken. 
For such an accident to occur following a trans- 
fusion that is not given for the immediate loss 
of blood is unpardonable. 


LEGISLATIVE NOTES 


Below is listed the progress in the Legislature 
of some of the bills in which the Massachusetts 
Medical Society is interested. 


FAVOR 


S. 258. Bill relative to the meaning of the terms “ren- 
dering medical service,” “practice of medicine” and “hold- 
ing oneself out as a practitioner of medicine” and to ex- 
empt dentists, optometrists and chiropodists in certain 
cases from penalties provided for the unlawful practice of 
medicine. The bill was proposed by the Board of Regis- 
tration in Medicine. It is favored by the Society with 
the addition of the following sentence at the end of Sec- 
tion 5A: “Such treatment shall include examination of any 
secretion, excretion or discharge of the living body.” 

This bill was heard before the Committee on Public 
Health on February 9, but no report has yet been made. 


H. 59. Identical with S. 258. 
This bill was heard at the same time as S. 258, but no 
report has yet been made. 


H. 60. Bill requiring annual licensing of qualified phy- 
sicians. This bill was proposed by the Board of Registra- 
tion in Medicine, and gives the necessary powers to the 
Board. The Council of the Massachusetts Medical Society 
voted to favor it by a vote of 114 to 34. 

It was heard by the Committee on Public Health on 
February 9, but no report has yet been made. 


H. 61. Bill relative to the qualification for membership 
on the Board of Registration in Medicine. This bill al- 
lows any number of members to be members of one medi- 
cal society. 

The bill has been passed to be engrossed. 


H.72. Bill providing for the care of certain infants pre- 
maturely born. It was proposed by the Department of 
Public Health, and corrects defects in the previous bill. 

It has been passed by the House and referred back to the 
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Committee on Ways and Means, where it was heard 
February 21. 


H. 73. Bill providing for supplementary reporting of 
congenital deformities and birth injuries in infants. The 
bill was proposed by the Department of Public Health and 
requires that supplementary reports be sent to this de- 
partment. 

This bill was heard before the Committee on Public 
Health on January 26 but no report has yet been made. 


H. 74. Bill requiring the clerk or registrar in each city 
or town to give to persons who file notice of intention of 
marriage suitable information concerning gonorrhea and 
syphilis. The bill was proposed by the Department of 
Public Health and it contains no compulsion. 

This bill will be heard by the Committee on Public 
Health, but no date has yet been assigned. 


H. 75. Bill making various changes in the laws relat- 
ing to foods and drugs. The bill was proposed by the De- 
partment of Public Health in order to bring the state law 
into line with the new federal act. 

It will be heard by the Committee on Public Health, but 
no date has yet been assigned. 


H. 670. Bill providing for the issuance of certificates 
of approval of bacteriological laboratories by the Depart- 
ment of Public Health. The bill was proposed by the 
Massachusetts Public Health Association and is similar to 
the one favored by the Massachusetts Medical Society last 
year. 

No hearing date has been set by the Committee on Pub 
lic Health, before which it will be heard. 


H. 852. Bill requiring licensing of hospitals, conva- 
lescent homes and nursing homes. This bill was pro- 
posed by the Massachusetts Central Health Council and 
provides for the Department of Public Health to set up 
certain standards of health and enforce them. 

It was heard by the Committee on Public Health on 
February 2, but no report has yet been made. 


H. 1407. Bill prohibiting aliens from practicing medi- 
cine. This bill was proposed by Rep. Vaughan and is 
poorly written. It provides that no license be granted to 
an alien until his first papers have been filed, but allows 
certain very broad exceptions. 

This bill will eventually be heard by the Committee on 
Public Health. 


OPPOSE 


H. 287. Bill providing for a marriage protection law 
by requiring a physician’s examination and certificate be- 
fore issuance of marriage licenses. This bill was proposed 
by Rep. Cutler and it needs major revision before being 
satisfactory. 

It will be heard before the Committee on Public Health 
at some future date. 


H. 551. Bill requiring that notices of intention of mar- 
riage shall be accompanied by a physician’s certificate that 
neither party is infected with syphilis. This bill was pro- 
posed by Dr. William Frankman and also needs major 
revision before being satisfactory. 

It has been assigned to the Committee on Public Health, 
and no date has been set for a hearing. 


H. 758. Bill providing authority to the Board of Regis- 
tration of Nurses to limit further training of nurses of all 
classes and attendants under certain conditions. The bill 
was proposed by Miss Josephine E. Thurlow, but is against 
public policy. 
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It was heard by the Committee on Public Health on 
February 2, and will be heard again on March 7. 


H. 759. Bill providing for training and licensing of first- 
class bedside nurses. This bill was proposed by Miss 
Josephine E. Thurlow, but is against public policy. 

It was heard by the Committee on Public Health on 
February 2, and will be heard again on March 7. 


H. 858. Bill regulating the practice of nursing. This 
bill was proposed by the Massachusetts State Nurses As- 
sociation, and while it is better than last year’s bill, some 
of last year’s defects are still present. 

It was heard by the Committee on Public Health on 
February 2, but no report has yet been made. 


H. 985. Bill requiring doctors of medicine and doc- 
tors of osteopathy on the Board of Registration in Medi- 
cine. This bill was proposed by the Massachusetts Osteo- 
pathic Association and would put two osteopathic physi- 
cians on the Board. 

It was heard before the Committee on Public Health on 
February 9, but no report has yet been made. 


H. 986. Bill providing for a doctor of medicine and a 
doctor of osteopathy on the Approving Authority and the 
status of approvals by the American Medical Association 
and the American Osteopathic Association. This bill was 
proposed by the American Osteopathic Association; it 
weakens the Approving Authority. 

This bill was heard February 9 by the Committee on 
Public Health, but it has not yet made a report. 


H. 1401. Bill providing that certificates of vaccination 
or non-vaccination shall no longer be required as a pre- 
requisite to the attendance of any child in public schools. 
This is a typical anti-vaccination bill. 

It will be heard before the Committee on Public Health 
but no date has yet been assigned for the hearing. 


H. 1898. Bill providing for the establishment and ad- 
ministration of a system of health insurance. This bill 
was proposed by the State Industrial Council of the Con- 
gress of Industrial Organization (C.I.0.) and means com- 
plete state insurance with a 414 per cent pay-roll tax. It 
represents real regimentation of physicians. 

It will eventually be heard by the Committee on State 


Administration. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts Med- 
ical Society in co-operation with the Massachusetts De- 
partment of Public Health, the United States Public Health 
Service and the Federal Children’s Bureau, have been ar- 
ranged for the week beginning February 27: 


BARNSTABLE 
Sunday, March 5, at 4:00 p. m., at the Cape Cod Hos- 
pital, Hyannis. Subject — Bleeding in the Third 
Trimester of Pregnancy. Instructor: Meinolf V. 
Kappius. Donald E. Higgins, Chairman. 


BRISTOL NORTH 
Thursday, March 2, at 4:00 p. m., at the Morton 
Hospital, Taunton. Subject — Operative Obstet- 
rics. Instructor: Roy J. Heffernan. Lester E. 

Butler, Chairman. 


BRISTOL soUTH (Fall River Section) 
Tuesday, February 28, at 4:00 p. m., at the Union 
Hospital, Fall River. Subject — Whooping Cough: 
The present status of vaccine therapy both as pro- 
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phylactic and therapeutic measure, the early diag- 
nosis by laboratory procedures, and the treatment 
of complications. Instructor: R. Cannon Eley, 
Howard P. Sawyer, Chairman. 


HAMPDEN 
Thursday, March 2, at 4:00 p. m., at the Academy of 
Medicine, Professional Building, 20 Maple Street, 
Springfield, and at 8:00 p. m., in the Outpatient 
Department of the Skinner Clinic, Holyoke Hos. 
pital, Holyoke. | Subject— Anemia: Modern 
methods in diagnosis and treatment of blood 
dyscrasias. Instructor: Chester S$. Keefer. George 

L. Schadt, Chairman. 


MIDDLESEX EAST 
Tuesday, February 28, at 4:00 p. m., at the Melrose 
Hospital (Colby Hall), Melrose. Subject — 
Bright’s Disease and Hypertension: Evaluation of 
new therapy; diagnosis. Instructor: Laurence B. 

Ellis. Walter H. Flanders, Chairman. 


MIDDLESEX NORTH 
Thursday, March 2, at 4:30 p. m., at St. John’s Hos- 
pital, Lowell. Subject— Heart Disease: The 
treatment of “heart attacks” or “cardiovascular 
emergencies.” Instructor: Howard B. Sprague. 
William S. Lawler, Chairman. 


DEATHS 


COREY — Freperick H. Corey, M.D., of 439 Union 
Street, Rockland, died February 18. He was in his sixty- 
second year. 

Born in Charlestown he received his degree in 1904 
from Tufts College Medical School. Dr. Corey was a fel- 
low of the American Medical Association and of the 
Massachusetts Medical Society. 


HARTNETT — Epwarp D. Hartnett, M.D., of 62 
Prescott Street, East Boston, died February 14. He was in 
his sixty-sixth year. 

Born in East Boston he received his degree from the 
Harvard Medical School in 1898 and entered practice the 
same year. Dr. Hartnett was a member of the Massachu- 
setts Medical Society and the American Medical Associa- 
tion. 

Dr. Hartnett was unmarried and a brother and two sis- 
ters survive him. 


MISCELLANY 


MEDICAL MOTICN PICTURES AVAILABLE 
FOR LOAN 


Motion pictures on various scientific subjects of medical 
interest are available on a loan basis from the American 
Medical Association. 

Requests for films should be instituted as far in ad- 
vance as possible, so that the proper reservations can be 
made. The exact shipping addresses and dates should 
be given at the time of the request; also the type of ap- 
paratus in which the film is to be run. Responsibility for 
the projection and care of the film must be borne by the 
individual or organization which is borrowing it. The 
American Medical Association does not have projectors 
available for loan. 

The only expense usually incurred is that of transpor- 
tation both ways. However, careless handling resulting 
in serious damage may be charged to the borrower. 


= 
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A brief description of each film is given in the follow- 
ing list. Inquiries should be addressed to Dr. Thomas G. 
Hull, 535 North Dearborn Street, Chicago, Illinois. 


Syphilis: A motion picture clinic. Sound. 35 mm. and 
16mm. Running time, about 1% hours. 
The diagnosis and treatment of syphilis presented by 
national authorities. 


Cancer (Canti cancer film). Silent. 35 mm. Running 
time, about 45 minutes. 
A film demonstrating the proliferation of cell tissue 
and the formation of cancers. 


Blood Circulation (Harvey blood film). Silent. 35 mm. 
Running time, about 45 minutes. 
An attempt has been made to reproduce the dissec- 
tions and experiments performed and described by 
Harvey himself, and here explained in the main by 
extracts from Robert Willis’s translation of Harvey’s 
book. 


Blood Transfusion. Silent. 16mm. Running time, about 
45 minutes. 
Three methods of blood transfusion, illustrated in de- 
tail. 


Comparative Physiology of Labor. Silent. 16 mm. Run- 
ning time, about | hour. 
Demonstration of normal labor in the human being, 
the horse, the cow, the sheep, the dog, the pig and 
rabbit. 


Effects of Heat and Cold on the Circulation of the Blood. 
Silent. 16 mm. Running time, 12 minutes. 
Demonstration of the effect of heat and cold on cir- 
culation, as seen through a glass chamber installed in 
a rabbit’s ear. 


Effects of Massage on Circulation of Blood. Silent. 16 mm. 
Running time, 8 minutes. 
Demonstration of the effect of massage on circulation, 
as seen through a glass chamber installed in a rabbit's 
ear. 
Contraction of Arteries and Arteriovenous Anastomoses. 
Silent. 16 mm. Running time, 10 minutes. 
This film visualizes the contraction of arteries and 
arteriovenous anastomoses as seen through a_ glass 
chamber installed in a rabbit’s ear. 


Therapeutic Exercises for the Shoulder Joint Following 
Dislocation. Silent. 16 mm. Running time, 10 
minutes. 

Demonstration of static, passive, active and _ resistive 
exercises for the shoulder joint, using simple apparatus. 


Treatment of Compression Fracture of the First Lumbar 
Vertebra. Silent. 16 mm. Running time, about 
12 minutes. 
This film shows physical therapy procedures to be ad- 
ministered to a fracture of the first lumbar vertebra 
during a patient’s confinement in bed and immediately 
following. 


Aids in Muscle Training. Silent. 16 mm. Running 
time, about 12 minutes. 

Demonstration of sling-suspension exercises for the 

upper and lower extremities, graded exercises on a 

powdered board for the lower extremities, and three 


kinds of “walkers” for re-education exercises. 


Underwater Therapy. Silent. 16 mm. Running time, 


about 16 minutes. 
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Presentation of the therapeutic use of large and small 
exercise pools, Hubbard tanks and homemade tanks, 
and demonstration of types of exercises given in cases 
such as those with infantile paralysis and cerebral palsy 
and following operation for congenital dislocation of 
the hip. 


Occupational Therapy. Silent. 
12 minutes. 


This film demonstrates occupations that may be pre- 
scribed by physicians to motivate and control the de- 
sired physical or mental activity of the patient and as- 
sist in his adjustment to long hospitalization. A_ sec- 
tion on cerebral palsy is included, picturing indirect 
muscle training through prescribed activity and stress- 
ing the importance of early treatment to prevent 
growth of faulty habit patterns. 


16 mm. Running time, 


Massage. Silent. 16 mm. Running time, 4 minutes. 
Demonstration of the technic of massage, describing 
the various movements and showing why they are 
performed in a given way. 


ART TELLS HISTORY 
OF AMERICAN MEDICINE 


“Beaumont and St. Martin” is the first of six large 
paintings in oil memorializing “Pioneers of American 
Medicine” which artist Dean Cornwell will complete in 
the next few years. Others in the series are: Oliver 
Wendell Holmes, Ephraim McDowell, Crawford W. Long, 
William T. G. Morton, Major Walter Reed and one 


“Beaumont and St. Martin” 


woman, Dorothea Lynde Dix, who, while not a physician, 
stimulated physicians to study insanity and feebleminded- 
ness. 

Arrangements to supply physicians with free, full-color 
reproductions of “Beaumont and St. Martin,” without ad- 
vertising and suitable for framing, have been made with 
the owners, John Wyeth & Brother, 1118 Washington 
Street, Philadelphia. 


NOTE 


The following appointments to the teaching staff at the 
Harvard Medical School were recently announced: 

Francis F. Hart, of Ambler, Pennsylvania, as resident 
physician to the Collis P. Huntington Memorial Hospi- 
tal and research fellow in medicine, M.D. University of 
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Pennsylvania °36; john Piters, of Detroit, Michigan, as 
assistant in pediatrics, M.D. University of Toronto ’34. 


The annual Theobald Smith Memorial Lecture of the 
New York Society of Tropical Medicine was given on 
January 20 at Cornell University Medical College, New 
York City, by Dr. Richard P. Strong, professor of tropi- 
cal medicine emeritus, Harvard Medical School. His topic 
was “Malarial Diseases in the Western Hemisphere.” 


CORRESPONDENCE 


OPERATIONS FOR ACUTE GALL-BLADDER 
DISEASE 


To the Editor: There have been not a few papers writ- 
ten, and considerable discussion, in the past few years re- 
garding the respective advantages of “immediate” and 
“delayed” operations in acute gall-bladder disease. The 
use of this term “immediate” by some authorities has, I 
think, been confusing and does not express their real in- 
tent. It is to be noted that the authorities advising an 
immediate operation also state that the patient should 
have proper preoperative preparation and that twenty-four 
to forty-eight hours can be well spent in such a prepara- 
tion. This takes the operation out of the “immediate” 
class, for most of us understand “immediate” operation to 
mean an operation as soon as possible, for example in a 
true emergency or in the usual case of acute appendicitis. 

A very small number of cases of gall-bladder disease can 
be classed as emergencies requiring immediate operation. 
Cases of perforation of the gall bladder and fulminating 
cases of empyema certainly come under such a classifica- 
tion, but to urge immediate operation for acute cholecysti- 
tis in general will lead to much harm. Teachers of sur- 
gery who lend prestige and support to a policy of “im- 
mediate” operation in all cases provide authority for rash 
surgeons, inexperienced operators and uninformed prac- 
titioners. 

To liken acute cholecystitis to acute appendicitis is not 
reasonable, for it is but seldom that the two conditions 
progress in a similar manner. There is no question about 
the benefits of surgery in acute appendicitis, but there are 
many well-informed men who believe that the persistence 
of symptoms in such a large percentage of patients who 
have been operated on for cholecystitis brings up a justi- 
fiable doubt as to its value. In view of this fact, and 
when it is further shown by a carefully studied series 
that 37 per cent of the cases of acute cholecystitis subside 
without intervention, the foundation for advising imme- 
diate operation in all cases is not any too firm; further- 
more, most surgeons favor cholecystectomy over chole- 
cystostomy, and the former by a standard technic or any 
of the various modifications is out of the question in many 
of these cases. 

There is a possibility that some men misled by the use 
of the term “immediate” by teachers of surgery may feel 
justified in rushing in on cases of acute cholecystitis that 
would be much better off if the patient were treated other- 
wise for a day or two. There might also be a change in 
diagnosis in some cases, by the light of another day. The 
term “early” operation would be more applicable to the 
procedure in discussion and would no doubt receive the 
approval of many surgeons who are not willing to sub- 
scribe to the dictum of “immediate.” 

Cases of acute cholecystitis should be studied individual- 
ly. Some will require immediate operation; some will 
be better for a few hours’ or days’ preparation; and some 
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will benefit by conservative treatment until a comparative. 
ly safe cholecystectomy can be performed. 

D. C. Patterson, M.D. 
881 Lafayette Street, 
Bridgeport, Connecticut. 


BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 


It is gratifying to announce that a doctors’ symphony 
orchestra is being formed under the direction of a famous 
international conductor, Nicolas Slonimsky. It will not 
only be a musical treat but a privilege to play under a man 
who is also well known as a composer, critic, essayist and 
authority on modern music and musicians. 

Music as a hobby is so widespread among doctors — 
the New York Doctors’ Symphony Orchestra has over a 
hundred members— that an organization of this sort 
should be a source of pleasure as well as a pride to profes- 
sional groups. 

All physicians, dentists and medical and dental students 
who are interested in joining should communicate: with 
Dr. Julius Loman, Pelham Hall Hotel, Brookline (BEA 
2430). Meetings will be held at Hampton Court Hotel, 
1223 Beacon Street, Brookline, every Thursday evening at 
7:30, starting March 9, 

FH. L.. Caney, MD., 
Jutius Loman, M.D., 
H. W. Parker, M.D. 


REPORTS OF MEETINGS 


HARVARD MEDICAL SOCIETY 


A meeting of the Harvard Medical Society was held om 
November 8, 1938. 

Dr. Charles Stone presented the medical case. A thirty- 
four-year-old, single American factory worker was ad- 
mitted with a story of seven or eight convulsive attacks 
in the last nine years, without aura, cry, biting of the 
tongue or loss of sphincter control. Five years previous to 
admission there was a snap in the back of the head, blurred 
vision, diplopia, nausea, vomiting and inability to move 
the head, coming on suddenly. Lumbar puncture showed 
grossly bloody fluid. She improved after two months in 
bed, during which time she suffered from dizzy headaches, 
vomiting, impairment of memory, retention of urine and 
constipation. Since that time there had been frequent head- 
aches, some relieved only by lumbar puncture. Two 
months previously she had had another similar attack, re- 
lieved by rest. She had had frequent nosebleeds in her 
childhood. Physical examination revealed a well-developed 
girl, with fundal arteries slightly increased in tortuosity. 
No angiomas were seen in the fundi or in the nasal mu- 
cosa. The lungs were clear. There was a blowing systolic 
murmur at the apex of the heart. The abdomen was 
negative, and the reflexes physiological. The blood pres- 
sure was 140 systolic, 100 diastolic, and subsequently fell to 
128 systolic, 78 diastolic. The visual fields and caloric 
tests were normal. The urine and stool examinations were 
normal. The blood showed a red-cell count of 4,680,000 
with 96 per cent hemoglobin, and a white-cell count of 
8200 with 50 per cent polymorphonuclears. The smear 
was normal. The blood Wassermann and Hinton tests 
were negative. Spinal-fluid examination showed a clear 
colorless fluid with an initial pressure of 180 mm. of wa- 
ter; the Pandy and ammonium sulfate tests were negative; 
there were 15 red blood cells per cubic millimeter, undoubt- 
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edly traumatic. The total protein was 30 mg. per cent, and 
the gold-sol curve flat. The spinal-fluid Wassermann test was 
negative. Electroencephalograms, done subsequent to dis- 
charge, were reported as showing multiple foci of cortical 
disorder, worse in the temporal motor and occipital leads, 
worse on right than on left and most clearly abnormal in 
right temporal area. The absence of a single, clear, con- 
stant focus was said to be against brain tumor, abscess or 
fresh hemorrhage. Diagnosis: spontaneous subarachnoid 
hemorrhage (? congenital aneurysm, ? angiomas, ? hyper- 
tension). 

Dr. James B. Campbell presented the surgical case. A 
fifty-three-year-old woman had suffered from frequent 
headaches for the past twenty years. Five months before 
entry she experienced an attack of vertigo, nausea and 
emesis, and fell to the left. Since this attack she had been 
unsteady on her feet. Five days before entry she experi- 
enced a recurrent attack similar to the one previously 
noted, and had had headaches in the right frontal region 
since that time. There was staggering gait, with a 
tendency to fall to the left, astereognosis, adiodochokine- 
sis, nystagmus, choked disks bilaterally, and a slightly stiff 
neck. The visual fields were grossly normal. The blood 
pressure was 196 systolic, 140 diastolic. Electroencephalog- 
raphy was performed. Ventriculography showed a clear 
fluid with a low protein content (2 mg. per cent) and a 
few red-blood cells. There was dilatation of the lateral 
ventricles, and the third ventricle was seen to be widened 
in the posteroanterior skull plate. 


Dr. Hallowell Davis discussed the electroencephalograph- 
ic tests which he had performed on the patient. There was 
considerable abnormality of the brain waves in practically 
all portions of the cerebrum, a finding consistent with gen- 
eralized increase in intracranial pressure. If there is gen- 
eralized increase in pressure there is little chance of local- 
izing brain lesions by electroencephalography. Dr. Ayer 
stated that between 30 and 40 per cent of cases with brain 
tumors show no increase in intracranial pressure. In these 
cases electroencephalography should be of great aid in lo- 
calization of the lesion. In cases in which the pressure is 
increased, air encephalography is necessary. Dr. James 
Poppen remarked that the signs, symptoms and x-ray evi- 
dence in this case pointed to a lesion in the cerebellum. 

Dr. Tracy J. Putnam talked on “Recent Developments 
in the Treatment of Neurological Diseases: Epilepsy, 
hydrocephalus, athetosis and paralysis agitans.” He first 
discussed epilepsy, pointing out the tremendous cost in 
money and human suffering caused by the 500,000 cases 
of epilepsy existent in the United States. The number of 
persons suffering from this disease is approximately equal 
to the number of cases of tuberculosis or of diabetes in the 
United States. Perhaps the greatest advance in the treat- 
ment of epilepsy until recent days was made in 1912 when 
the use of phenobarbital to control the disease was intro- 
duced. Attempts to resect the cortex and prevent seizures 
by other surgical measures have not been very successful, 
and medical therapy is still the most useful means of 
control. 

He mentioned how he and Dr. Houston Merritt had at- 
tempted to develop a compound which would be more 
successful than phenobarbital in controlling epilepsy. They 
found that abnormalities in the electroencephalograms of 
cats could be produced by passing electric currents through 
their craniums, and that these abnormalities were very 
similar to those observed in human encephalograms taken 
during attacks of epilepsy. They then found that convul- 
sive seizures and typical electroencephalograms were 
produced in individual animals by a fairly constant amount 
of current. The threshold at which seizures were pro- 
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duced was constant enough to be used as a standard to 
test the effect of various substances in preventing or de- 
creasing convulsions. Different drugs were administered 
to these animals in an attempt to raise the threshold at 
which seizures occurred. Phenobarbital was the only 
member of the barbiturate group which produced the de- 
sired effect. They therefore believed that the phenyl 
group was responsible for the depressant effect rather than 
the barbiturate group. One hundred phenyl derivatives 
were selected for trial, and of these diphenyl hydantoin 
was found to be the most satisfactory. This drug was then 
administered to patients with epilepsy with the result that 
60 per cent were relieved of their symptoms. Work is 
sull being carried on in an attempt to find an even more 
potent compound. 


The attempts at treatment of internal hydrocephalus by 
surgical means were next described. Dr. Putnam de- 
veloped the bipolar glass ventriculoscope which enables 
him to cauterize the choroid plexus without causing in- 
jury to the basal ganglia. Following the last ten such 
operations there has been only one death. There are two 
types of infants with internal hydrocephalus. The first 
and commonest type is found in patients with multiple de- 
velopmental defects, who are usually imbeciles. Opera- 
tive therapy in such cases is hopeless and is contraindi- 
cated. The minority of cases show no abnormality other 
than an increased intraventricular pressure, and in these, 
operative therapy can be expected to bring relief. Dr. 
Putnam has several such cases which have survived four 
years after the operation and are developing normally. 


Athetosis is a disease following birth injury in which 
the muscles of one or more extremities or the neck are the 
seat of constant involuntary movements. These involun- 
tary movements are caused by an irregular innervation of 
all the muscle groups of the extremity simultaneously. It 
was believed that the impulses causing these movements 
traveled down the extrapyramidal tracts, and several cases 
were subjected to section of the anterolateral tracts with 
marked improvement of symptoms. 

Paralysis agitans is an alternating tremor caused by the 
alternate discharge of nerve impulses from cells supplying 
the flexor and extensor groups of muscles at a slow rate 
of five to eight impulses per second. Very little energy 
is expended by such tremors. In the belief that the im- 
pulses causing such tremors were carried down the extra- 
pyramidal tracts, as was the case in athetosis, section of 
these tracts was performed. There was no change in the 
tremor. It was then suspected that the impulses were 
mediated by the pyramidal tracts, and these tracts were 
sectioned in two cases with return of function. There 
was subsequent recurrence of tremor in one of the cases, 
and a second operation was performed with a wider in- 
cision in the spinal cord. Following this operation there 
was abolition of the tremor and a partial restoration of 
function. Motion pictures were shown which demon- 
strated the great relief and the restoration of partial func- 
tion in these cases. 


NOTICES 


FAULKNER HOSPITAL 
CLINICOPATHOLOGICAL CONFERENCE 


The monthly clinicopathological conference of the 
Faulkner Hospital will be held on Thursday, March 2, at 
5:00 p. m. 

There will be a discussion of cases by Dr. James M. 
Faulkner and Dr. John W. Spellman. 
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BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 


The newly organized Boston 
Doctors’ Symphony Orchestra, con- 
ducted by Nicolas Slonimsky, will 
start rehearsing on March 9, Re- 
hearsals will be held every Thurs- 
day evening at 7:30 at Hampton 
Court Hotel, 1223 Beacon Street, 
Brookline. 

Membership is still open. All 
physicians, dentists and medical 
and dental students who are in- 
terested should communicate with 


Dr. Julius Loman, Pelham Hall 
Hotel, Brookline (BEA 2430). 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS, UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


CLINIC DaTE OrTHOPEDIC CONSULTANT 
Haverhill March 1 Arthur T. Legg 

Lowell March 3 Albert H. Brewster 
Salem March 6 Harold C. Bean 
Brockton March 9 George W. Van Gorder 
Gardner March 14 Mark H. Rogers 


Springfield March 15. Garry deN. Hough, Jr. 
Worcester March 17 John W. O’Meara 


Pittsfield March 20 Francis A. Slowick 
Fall River March 27 _—_ Eugene A. McCarthy 
Hyannis March 28 Paul L. Norton 


JOSEPH H. PRATT DIAGNOSTIC HOSPITAL 


Bennet Street, Boston 
Auditorium, 9-10 a. m. 


MepicaL CoNFERENCE PRoGRAM 


Wednesday, March 1 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, March 2— Some Aspects of the Social Setting 
of Medical Practice. Dr. Talcott Parsons. 

Friday, March 3—Title to be announced. Dr. E. D. 
Churchill. 

Saturday, March 4— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Tuesday, March 7 — Diagnosis and Treatment of Certain 
Bone Tumors. Dr. J. D. Adams. 

Wednesday, March 8 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, March 9 — Laboratory Aids in the Detection of 
Gonococcus Infection. Dr. W. A. Hinton. 

Friday, March 10— Functional Disturbances of the Gas- 
trointestinal Tract. Dr. J. H. Means. 

Saturday, March 11— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Tuesday, March 14— Compression of Cancellous Bone; 
Manifestations in the head and neck of the femur; 
treatment by drill channels. Dr. Eugene Bozsan. 

Wednesday, March 15 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, March 16— Syphilitic Optic Atrophy (with 
lantern slides). Dr. S. H. Epstein. 

Friday, March 17 — Treatment of Diseases of the Pericar- 
dium. Dr. C. S. Burwell. 

Saturday, March 18— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 
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Tuesday, March 21 — Clinicopathological Conference. Dr. 
Harold Wood. 

Wednesday, March 22 — Hospital Case Presentation. Dr, 
S. J. Thannhauser. 

Thursday, March 23— Certain Aspects of the Toxemias 
of Pregnancy. Dr. Lewis Dexter. 

Friday, March 24— Title to be announced. Dr. H. H. 
Merritt. 

Saturday, March 25— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Tuesday, March 28— X-ray Demonstration. Dr. Alice 
Ettinger. 

Wednesday, March 29 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, March 30 — Recent Concepts in the Etiology of 
Migraine. Dr. Arnold Zetlin. 

Friday, March 31 — Clinical Studies and Biochemistry of 
Virulism. Dr. H. B. Friedgood. 


TUFTS MEDICAL ALUMNI LECTURE 


The annual alumni lecture will be given at Tufts Col- 
lege Medical School on Thursday, March 2, at 4:00 p. m. 

Dr. Frank Ober, Tufts College Medical School "05, will 
speak on “In Medicine, Your Invested Capital Is Your 
Brain: How to you propose to increase your investment?” 

Physicians and medical students are cordially invited to 
attend. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will 
be held on Tuesday, February 28, in the Peter Bent Brig- 
ham Hospital amphitheater (Shattuck Street entrance), at 
8:15 p. m. 

PROGRAM 


Presentation of cases. 

Further Experiences with Cyanate Therapy in Hyper- 
tension. Dr. Roger W. Robinson and Dr. James P. 
O’Hare. 

Medical students and physicians are cordially invited to 
attend. 
Rosert Zouiincer, M.D., Secretary. 


WORCESTER DISTRICT 
MEDICAL SOCIETY 


The next meeting of the Worcester District Medical So- 
ciety will be held at the Worcester Memorial Hospital, on 
Wednesday, March 8. 


PROGRAM 


Micro-anatomic Changes in Shock. Dr. James S. P. 
Beck. 

Peripheral Vascular Disease. Dr. George R. Dunlop. 

Experiences with the Thiocyanate Treatment of Hyper- 
tension. Dr. Roger W. Robinson. 


Grorce C. Tutry, M.D., Secretary. 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 p. m. on Thursday, March 2, in the amphithea- 
ter of the Peter Bent Brigham Hospital, Dr. Henry A. 
Christian, Hersey Professor of the Theory and Practice of 
Physic, Harvard Medical School and _physician-in-chief, 
Peter Bent Brigham Hospital, will give a medical clinic. 
Practitioners and medical students are cordially invited to 
attend. 
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BOSTON HEALTH LEAGUE 


The annual meeting of the Boston Health League will 
be held on Thursday evening, March 2, at The Sheraton, 
0] Bay State Road, Boston, at 6:30. The program includes 
dinner, a short business meeting and a guest speaker. 

Mr. George St. J. Perrott, secretary of the Interdepart- 
mental Committee to Co-ordinate Health and Welfare 
Activities, of Washington, District of Columbia, will speak 
on “Community Services and the National Health Pro- 

ram.’ 

. Reservations for dinner, $1.50 a plate, should be made 
at the office of the Boston Health League, 80 Federal 
Street, before February 28 (LIB 8515). Physicians un- 
able to attend the dinner are invited to come and hear 
Mr. Perrott at 8:00. 


QUINCY CITY HOSPITAL 


A series of Sunday afternoon health lectures will be 
given under the auspices of the Quincy City Hospital in 
the administration building at 3:00 p. m., beginning 
March 5 and ending May 7, “Hospital Sunday. ”" These 
lectures will be given in preparation for the observance 
of National Hospital Day, Friday, May 12. Admission will 
will be free and restricted to adults. The schedule is as 
follows: 


March 5. Broken Bones: How they should be handled 
and treated. 
Stomachaches: Appendicitis and gall-bladder dis- 
ease. 


March 12. Diabetes: Its causes and latest treatment. 
Good Mental Hygiene in the Home. 


March 19. Cancer — Tumors: Causes and treatment. 
March 26. Food — Weight — Health. 


April 2. What Not to Feed Your Baby. 
Moving Picture — “Child Hygiene.” 
April 9. Prenatal and Postpartum Care of the Mother 
and Child. 


April 16. The Prevention and Care of Infections. 
Nursing Procedures. 

April 23. Pneumonia: Its causes and treatment. 
Sound Moving Picture — “Pneumonia.” 


April 30. Common Skin Diseases and Their Treat- 
ment. 
Sound Moving Picture — “Tuberculosis.” 


May 7. Nursing Procedures in a Modern Hospital. 
Hospital Insurance and Social Security. 


EDWARD K. DUNHAM LECTURES 


The Faculty of Medicine of Harvard University has an- 
nounced that the following lectures will be given by Dr. 
K. Linderstrom-Lang, director of the Chemical Depart- 
ment, Carlsberg Laboratory, Copenhagen, under the Ed- 
ward K. Dunham Lectureship for the Promotion of the 
Medical Sciences: 

Monday, March 6. Micromethods for the Determina- 

tion of Enzymes. 

Wednesday, March 8. Distribution of Enzymes in 

Cells and Tissues. 

Friday, March 10, Proteins and Proteolytic Enzymes. 

These lectures are scheduled for 5:00 p. m. at the Har- 
vard Medical School, Amphitheater, Building C. 
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UNITED STATES CIVIL SERVICE 
EXAMINATION 


Physiotherapy Aide, $1,800 a Year 
Physiotherapy Pupil Aide, $1,440 a Year 


Applications must be on file with the United States 
Civil Service Commission at Washington, District of Col- 
umbia, not later than March 13. 

Applicants for the physiotherapy aide must have been 
graduated from a school of physiotherapy meeting the 
standards established by the American Medical Associa- 
tion, or must have had at least eighteen months of ex- 
perience as a classified pupil aide in physiotherapy in 
a Veterans’ Administration Facility. 

Applicants for the physiotherapy pupil aide must’ have 
successfully completed a full four-year high-school course 
or they must have successfully completed at least fourteen 
units of high-school study acceptable for college entrance. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistricT FOR THE WEEK BEGINNING 
Monpay, Fesruary 27 


Monpay, Fesruary 27 
*8:15 p. m. New England Heart Association. Peter Bent Brigham 
Hospital. 
Tuespay, Fesruary 28 


*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. Diabetic Clinic. 
Dr. Joseph Rosenthal. 


*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 


5 p. m. Hospital Research Council. Ether Dome of the Massachusetts 
General Hospital. 


*8:15 p. m. Harvard Medical Society. Peter Bent Brigham Hospital 
amphitheater (Shattuck Street entrance). 


Wepnespay, Marcu 1 


*9-10 a. m. — H. Pratt Diagnostic Hospital. Hospital case presen- 
tation. Dr. S. J. Thannhauser. 


*12 m. Clinicopathological conference. Children’s Hospital amphi- 
theater. 


TuHurspay, Marcu 2 


8:30-9:30 a. m. Exchange visit, Surgical and Orthopedic Staffs of the 
Peter Bent Brigham and Children’s hospitals, held this week at the 
Peter Bent Brigham Hospital. 


*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. Some Aspects of the 
Social Setting of Medical Practice. Dr. Talcott Parsons. 


*3:30 p. m. Medical clinic at the Peter Bent Brigham Hospital. 
*4 p.m. Tufts Medical Alumni Lecture. 
5 p. m. Faulkner Hospital clinicopathological conference. 
*6:30 p. m. Boston Health League. The Sheraton, 91 Bay State Road, 
Boston. 
Fripay, Marcn 3 


*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. Title to be an- 
nounced. Dr. E. D. Churchill. 


*10 a. m.- 12:30 p. m. Tumor clinic. Boston Dispensary. 


12 m. Clinical meeting of the Children’s Medical Service. Massachu- 
setts General Hospital. Ether Dome. 


12 m. Urological conference, Massachusetts General Hospital, lower 
outpatient amphitheater. 
Sarurpay, Marcu 4 


*9-10 a. m. pou H. Pratt Diagnostic Hospital. Hospital case presen- 
tation. Dr. S. J. Thannhauser. 


*10 a. m.-12 m. Staff rounds of the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 


Sunpay, Marcu 5 


4 p. m. Illustrated, public, health lecture, Faulkner Hospital, audi- 
torium. The Surgical Treatment of Female Disorders. Dr. P. 
Francis Weiss. 


4 p.m. Free public lecture, Harvard Medical School, Amphitheater 
of Building D. Vitamin Deficiencies. Dr. S. Burt Wolbach. 


*Open to the medical profession. 


Fesruary 24 — Massachusetts Italian Medical Society. Page 312, issue 
of February 16. 


Fesruary 26— Lecture at the Faulkner Hospital. Page 971, issue of 
December 15. 


Fesruary 26 — Free Public Lecture, Harvard Medical School. Page 1056, 
issue of December 29. 
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Fesruary 26 — Beverly Hospital Public Health Lecture. Page 1056, issue 


ot December 29 


Fesruary 26 — Salem Hospital Public Health Lecture. 
of January 19. 


Fesruary 27 — New England Heart Association. 
February 9. 


Fesruary 28 — Hospital Research Council. 
ary 16. 


Fesruary 28 — Harvard Medical Society. Page 362. 

Marcu 1-31 — Joseph H. Pratt Diagnostic Hospital. 
program. Page 362. 

Marcu 2 — Medical clinic, Peter Bent Brigham Hospital. 

Marcu 2 — Tufts Medical Alumni Lecture. Page 362. 

Marcu 2 — Faulkner Hospital clinicopathological conference. 

Marcu 2— Boston Health League. Page 363. 

Maacu 5 - May 7 — Quincy City Hospital Lectures. Page 363. 

Marcu 6, 8, and 10 — Edward K. Dunham Lectures. Page 362. 

Marcu 9 — Pentucket Association of Physicians, 8:30 p. m., Hotel Bart- 
lett, 95 Main Street, Haverhill. 

Marcu — New England Hospital Association. 


Page 126, issue 
Page 267, issue of 


Page 312, issue of Febru- 


Medical conference 


Page 362. 


Page 361. 


Page 267, issue of 
Marcu 13 — Fourth Annual Postgraduate Institute. Page 938, issue of 
December 8. 

Marcu 15, May 15, Avucust 5 and Ocroser 6— American Board of 
Ophthalmology. Page 126, issue of January 19. 

Marcu 27-31 — American College of Physicians. Page 36, issue of July 7. 

May 7-15 — International Congress of Military Medicine and Pharmacy. 
Page 501, issue of September 29. 

May 15-16 — American Board of Obstetrics and Gynecology, Inc. Page 
218, issue of February 2. 

May 15-19 — American Medical Association. St. Louis, Missouri. 

June 6, 7, 8 — Massachusetts Medical Society. Worcester. 

June 12-17 — Symposium on the Public-Health Significance of the Virus 
and Rickettsial Diseases. Page 125, issue of January 19. 

JuNs ee Tuberculosis Association. Page 936, issue of 

ber 8. 


Sertemser — Boston Psychoanalytic Institute. Page 450, issue of Septem- 
22. 


September 11-15— American Congress on Obstetrics and Gynecology. 
Page 938, issue of December 8. 

Sepremser 15-28 — Pan-Pacific Surgical Association. 
November 24. 

Fatt, 1939 — Temperature Symposium. Page 218, issue of February 2. 


Page 863, issue of 


District MeEpicat Societies 


ESSEX SOUTH 
Marcu 1—Lynn Hospital. Clinic at 5 p. m. 
Speaker: Dr. John Rock. Subject: Endocrinology. 


Aprit 5 — Addison Gilbert Hospital, Gloucester. Clinic at 5 p. m. 
Dinner at 7 p. m. Speaker: Dr. Ethan Allan Brown. Subject: Allergy. 


May 10 — Annual meeting. Salem Country Club, Peabody. 


Dinner at 7 p. m. 


NORFOLK 
Fesruary 28 — Page 312, issue of February 16. 


SUFFOLK 


Marcu 29 — Joint mecting with New England Pediatric Society, Boston 
Medical Library, 8:15 p. m. Program and speakers to be announced. 


Aerit 26 — Annual meeting in conjunction with Boston Medical Library, 
at 8:15 p. m. Election of officers. Program and speakers to be announced. 


WORCESTER 
Marcu 8 — Page 362. 
Apa 12 — Worcester Hahnemann Hospital. 
May 10 — Worcester Country Club — Annual meeting. 


With the exception of the annual meeting in May, all the meetings begin 
with a supper at 6:30 p. m., which is followed at 7:30 p. m. by the 
business and scientific sessions. 


BOOK REVIEWS 


The Medical Applications of the Short Wave Current. 
William Bierman. Including a discussion of its physi- 
cal and technical aspects by Myron M. Schwarzschild. 
379 pp. Baltimore: William Wood & Co., 1938. $5.00. 


The principles of physics underlying short-wave cur- 
rents may hardly lay claim to being common knowledge. 
Considerable information of this type can be acquired by 
carefully studying — not merely reading —the first part 
of this book. Here we find ample clarification of such 
topics as “inductance” and “capacity” and their interrela- 
tion. The comparison of radio-tube and spark-gap ap- 
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paratus and the discussion of frequencies and wave 
lengths will interest many a reader, since many manu- 
facturers and dealers lay stress on these aspects of short- 
wave machines. 


This is followed by a section on temperature determina- 
tions, which are the backbone of short-wave diathermy; 
whatever else may be said about these currents all agree 
that they are thermogenetic. Hence one welcomes the re- 
corded observations of temperature changes in the human 
thigh produced by 6-, 12-, 18- and 24-meter wave lengths, 
These measurements were taken at skin surface, subcu- 
taneously and in intramuscular areas as close as 0.8 cm. 
to the periosteum of the femur. There are also tables 
of temperature changes produced in the paranasal sinuses 
and in the female pelvis. The conclusion is drawn that 
over the range of wave lengths tested there is no appreci- 
able difference in thermal effect, provided the intensity of 
the treatment is gauged by the sensation of the subject. Nor 
were there observed any distinct differences between radio- 
tube and spark-gap machines, or between coil and cuff 
technics in applying the electrode to the thigh. 

A lengthy discussion of the physiologic responses to lo- 
cal heat and local short-wave currents follows. This 
deals with changes in the circulatory, digestive and nervous 
systems; effects on growth and reproduction; effects on 
bacterial infections and inflammations; and effects on cells 
and tumors. This chapter concludes with a consideration 
of the injurious effects of short-wave currents. 

While the authors admit that they are dubious of any 
effect produced by short-wave currents other than that of 
thermogenesis, they sum up the opinions and findings of 
those who claim special effects. 

In the last section the technics of application and the 
treatment of various diseases are taken up. The cuts 
materially help the descriptions given in the text for the 
methods commonly and uncommonly used. References 
are frequently made to theoretical considerations which 
are presented in the first part of the book. 

Drs. Bierman and Schwarzschild are to be congratulated. 
on having made a very valuable contribution to the litera- 
ture of short-wave currents and short-wave therapy. 


Physical Diagnosis. Richard C. Cabot and F. Dennette 
Adams. Twelfth edition. 846 pp. Baltimore: Wil- 
liam Wood & Co., 1938. $5.00. 


Offered as the twelfth edition of a text first published 
thirty-eight years ago, this volume has little in common 
with the Cabot we were brought up on, beyond a scattered 
few of the old diagrams. Abandoning the senior author's 
original purpose of presenting “an account of the diag- 
nostic methods and processes needed by competent prac- 
titioners of the present date,” the new book aims rather 
to discuss the physical signs of disease in their relation to 
symptomatology and clinical entities. Perhaps this cur- 
rently popular method of teaching physical diagnosis is 
sound, but one cannot help believing that the second-year 
medical student is hardly ready for it. His first need as 
he is initiated into the art of the clinic is for a propae- 
deutic manual. However, the book admirably fulfills 
its stated purpose, and will serve as a valuable though not 
exhaustive reference volume for the house officer and 
practitioner. 

There are a few proofreader’s errors, such as “Sprengle” 
for Sprengel (p. 180), “palpatation” (p. 235), “Ludwig's 
angle” for Louis’s angle (p. 244), “portodiastolic” (p. 265), 
“cirrohsis” (p. 479), “contra coup” (p. 790) and “guage” 
(p. 764), but no important deviations from what is gen- 
erally accepted as sound theory and established fact. 


